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Unique Conveniences for the Surgeon 


AFE, rapid, quiet positioning of ee cavity...these are the important con- 

patient; proper exposure of the op- tributions to major surgery of this in- 
erative field; unlimited directional pro- teresting ensemble--the Scanlan-Balfour 
jection of penetrating white light onto the oper- table and the Operay Multibeam “Twelve-Beam- 
ating area and into the depths of the surgical Plus.” Write for complete information. 


SCANLAN-MORRIS COMPANY 


MADISON, WISCONSIN, U.S.A. 
Associated Firms “The White Line” Branches 


Operay Laboratories, Inc. Chicago: 58 E. Washington Street 
Surgical Lights HOSPITAL FURNITURE St. Louis: 3718 Washington Blvd. 


Scanlan Laboratories, Inc. 


Surgical Sutures STERILIZING APPARATUS New York: 23-5 E. 26th Street 











SIMMONS 


No, 22800—Zalmite Top 
No. 22313—Por. En. Top 


Just a few of 
the many styles 
made by Simmons 


Standard size tops 16x20 in. Most 
of them are regular table height, 30 
in. Some are 33!% in. high as pre- 


ferred by some hospitals. 
All have protective tops of “Zal- 


mite” (a moulded Phenol Plastic) 
or Porcelain enameled steel. 


They are made of metal—sanitary, No. 22805—Zalmite Top 
easy to clean, and not affected by No. 22328—Por. En. Top 
climatic changes. 

They are finished in “Simfast”, a 

synthetic gum enamel. Permanent 

colors—no chipping or cracking. 


For additional styles or information 
about any hospital furniture, write : 


Contract Division 


SIMMONS 
COMPANY 


222 N. Bank Drive, 
Chicago, Ill. No. 22807—Zalmite Top 


District Offices 
New York Atlanta 
San Francisco 


No. 22803—Zalmite Top 
No. 22322—Por. En. Top 
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WHEBE 
, POSITIVE CLEANLINESS 
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HEN doctors use Germa-Medica 

in the scrub-up, surgical cleanli- 
ness is assured. For Germa-Medica 
does all that a surgical soap should do. 
The detergent lather works in and out 
of the pores . . . flushes out bacteria, 
dead tissue and secreted substances. 


For several reasons, Germa-Medica as- 
sures a cleanliness that is not to be 
obtained from ordinary medicated soap. 
It contains the highest anhydrous soap 
content of any liquid surgical soap made 
—43%. Cocoanut and olive oils used in 
compounding are the finest obtainable. 
Never does Germa-Medica contain 
wasteful impurities. Thus, every drop 
of Germa-Medica—diluted with 3 or 4 
parts of water—cleanses thoroughly. 


Germa-Medica is built to measure up 
to the highest standards of the medi- 
cal profession—to provide the most 
economical and sanitary scrub-up 
technique. That’s why you find Germa- 
Medica in 4 out of every 5 hospitals. 








AMERICAS FAVORITE SURGICAL SOAP 





The Levernier Portable Foot Pedal Soap 
Dispensers*—Single and Twin—provide an 
absolutely sanitary technique. They can 
be moved where desired . . . are operated by 
foot pressure . . . dispense just the richt 
amount of soap. Bowl, pump and tubes 
are quickly demountable—easily sterilized. 


*Furnished without charge 
to users of Germa- Medica. 
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Wa ter S. Goopae, M. D.—The distribution of medical and 
hospital service to the large part of the public who need it, 
in the best way and at a cost in keeping with the financial 
resources of every economic class, is engaging the interest 
of the public, the medical profession, and the hospital field. 
A constructive formula that has been satisfactorily applied 
in Buffalo is outlined by Dr. Walter S. Goodale, superin- 
tendent o fthe Buffalo City Hospital and an able analyst. 

se Ss 
Huntincton HospirAt tells its story in its delightful man- 
ner, and it brings its story into the heart and homes of its 
people. Hospita!s might well take a leaf from Huntington’s 
book in sending the story of their growth and service to 
their friends. 

es se 


Mrs. QuINpARA OLiveR Dopce—The hospital’s interest in 
good housekeeping is keeping step with other sound ad- 
vances in hospital operation. In her article “Institutional 
Housekeeping Management,” Mrs. Quindara Oliver Dodge, 
associate professor, Simmons College, brings a practical out- 
line of housekeeping procedure and a lot of sound advice. 

se se 
Miss Rutu Doran, superintendent of nurses, St. Louis Ma- 
ternity Hospital, gives an interesting description of nursing 
in a maternity hospital in her article. 

ses SF 
SAMUEL F. Worswick, publicity consultant and advisor to 
many institutions on the West Coast, brings new ideas of 
proven value in his article. 

AS SF 
ALEXANDER RopcHAN, of the Chicago Council of Social 
Agencies, outlines the “Standards of Eligibility for Care in 
the Clinics of Chicago.” 

es 


S. R. D. Hewitt, M. B.—Study costs of operation of the 
various services of the mechanical plant are always illumi- 
nating and promote koth efficiency and economy. S. R. D. 
Hewitt, M. B., superintendent of St. John General Hospital, 
St. John, N. B., has contributed a real service to the field. 

cs se 
N. W. Faxon, M. D—The growth in the number and dis- 
tribution of Hespital Councils in recent months is indicative 
of the desire of our hozpitals to act in concert in formulat- 
ing and adopting hospital policies. Dr. Faxon gives emphasis 
to their values in his article on “Hospital Councils.” 

s&s SF 
SIsTER FRANCIS JAMES, R. N.—Neither the applied nor the 
practical education of the nurse wou!d be complete without 
tra‘ning in the out-patient departments of our hospitals. 
Sister Francis James, R. N., supervisor of the Out-Patient 
Department of Waterbury Hospital, makes an interesting 
contribution in her article. 

& & & 
Miss ELEANOR JoNES—The development of the records de- 
partment in our hospitals is comparatively recent. The 
growth has been rapid and due to a large extent to the 
interest of the trained record librarians. They are modest 
in their wishes. and only three are defined in Eleanor Jones’ 
article, “The Record Librarian’s Three Wishes.” 

we MS OM 
Miss Mary HAwTHorRNE Roperts—The service of the social 
service worker and the medical social worker is growing 
constantly. It is a necessary adjunct to most of our hos- 
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pitals. Miss Mary Hawthorne Roberts, director of Social 
Service, Holyoke Hospital, outlines this service in her article. 
ss se Ss 


Miss Carrie Woops—Much has been said about the future 
of nursing and nursing schools. Nothing has come to our 
attention in recent months that says it better or more con- 
strictively than Miss Carrie Woods, of the John H. Norton 
Memoria! Infirmary, in her article. 

cs ee 


Dr. C. Rurus Rorem, in his article on “Group Hospitaliza- 

tion Plans Forge Ahead,” analyzes the growth and gives the 

actuarial experience of this sound plan for enlarging the 

scope of hospital service to all our patients, and for distribut- 

ing the cost of hospital care through periodic payments. 
cs se 


Miss RutH TARTAKOFF, supervisor of admitting service, 
New Haven Hospital, writes an interesting article on “Social 
Service Admitting.” 

es se 


Mr. Avsert G. Haun, Protestant Deaconess Hospital, 
Evansville, brings National Hospital Day closer to us in his 
article, “Does the Public Know Your Hospitals?” 

cs eS 


Mr. Ciinton F. SmiruH, of the State University of Iowa 
Hospitals, has made a close study of hospital gifts, endow- 
ments, and donations. His advice on these subjects is well 
worthwhile. In his article he writes instructively on ways 
and means of increasing os from these sources. 

Mr. JAMes U. Norris—Collective buying as well as col- 
lective marketing have demonstrated their value in many 
lines of business. In his article on “Group Buying,” Mr. 
James U. Norris, of the Woman’s Hospital, shows how this 
method can be applied to the benefit of our hospitals. 

es se 


Mr. Frank J. WALTER—Meeting operating costs has been 
a considerable prob‘em for our hospitals, and still is. Mr. 
Frank J. Walter, St. Luke’s Hospital, Denver, brings many 
practical suggestions to our yes 3 in his article. 

Mr. Harcip T. Prentzet—Surveys of hospitals in metro- 
politan areas are of practical interest to the public as well 
as to hospital people. The analysis of services, the conclu- 
sions arrived at, and the recommendations following the sur- 
vey are very useful not only to the hospital covered in the 
survey but to other vo 


Mr. Otiver H. Bartine—Our interest in National Hospital 
Day is stimulated through articles in the press and periodic- 
als, public addresses, and radio broadcasts. Mr. Oliver H. 
Bartine, of Bridgeport Hospital, starts the pub‘icity for 
“National Hospital aaa his radio address. 

Miss Veronica Mixter, R. N., Henrotin Hospital, is chair- 
man of the Public Education Committee. Educational proc- 
esses are usually slow, especially when the public is the 
student and the hospital is the teacher. Miss Miller, in her 
article outlines many subjects that the hospitals might em- 
phasize when teaching the public. 

et 


Mr. A. M. Catvin—Group hospitalization as applied in St. 
Paul is descriked by Mr. A. M. Calvin, of Midway and 
Mounds Park Hospitals, with particular reference to in- 
creasing the operating revenues of the hospital. 
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of operation to an absolute 
minimum—is one of those 


rare luxuries that definitely 





pays for itself. 
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It eliminates: 
Objectionable vapor in sterilizing rooms. 
Hand regulation of heat. 
All forms of vents. 


It performs equally well with steam, gas or 
electric heat. 


It reduces water evaporation to a minimum 
—thereby reduces formation of scale on 
instruments, utensils and in sterilizers. 


It cuts cost of operation to the last possible 
degree—uses no more than just enough 
heat to maintain boiling. 


It adds no unsightly, mysterious or compli- 
cated equipment to the sterilizer—requires 
no adjustment by the operator. 


It can be applied easily to existing 
sterilizers. 
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iy executive knows the ruinous effect on wall and ceiling of steam escaping 























Rear View of Sterilizer 
Showing complete Excess Vapor 
Regulator 


from sterilizers in utility rooms—knows how difficult it is to train operators to regulate heat to avoid 
too vigorous boiling—knows that no venting system is altogether satisfactory. 
This device is neither vent nor temperature regulator. Instead it automatically controls the rate. 


of heating, to keep water boiling without creating excess vapor and wasting power. It cuts the cost 


Instrument Sterilizer—steam heated. Reservoir and cover 
of Monel Metal. Stand, pipe and fittings of-nickel silver. 
The Sanitary Water Fill contains the device which 
actuates the Excess Vapor Regulator. 





AMERICAN STERILIZER COMPANY 





e ERIE, PENNSYLVANIA e 


Sales Offices in New York, Chicago, Boston * Agencies in Principal Cities in the United, States 


Represented in Canada by Messrs. Ingram and Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 
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REVOLUTIONARY! 
... This New Comfort 


Super-elastic Coils . . . no cross sup- 
ports ... give amazing bouyancy 
to the new Hall Floating Spring 


After years of experiment, Hall has perfected a 
Gatch-type spring that excels even a fine household 
spring in comfort! 


Finely-tempered pressure coils form the cushion. 
Their hour-glass shape permits utmost resiliency. 
Metal links at both top and bottom allow free play 
to all convolutions, so that they even pass easily 
through the ends. Every coil is always upright. 


Specially designed tension springs at the sides flex 
to meet the slightest change in weight or position. 
There is one cross support in the Spring. 


To prevent bed shortening, the Floating Spring has 
a new hinge; also “loose link” raising device which 
eliminates shock to the patient. Cadmium-plate 
finish, rustproof and more durable. 


FRANK A. HALL & SONS, NEW YORK CITY 
Office: 118-122 Baxter Street. Salesrooms: 25 W. 45th Street 


Write for descriptive circular of the 
Floating Spring and for details of 
the specially designed mattress for it. 
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LEWIS MANUFACTURING CO. 


Division of THE KENDALL COMPANY, Walpole, Mass. 
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as seen by your surgeons 


THE story of Curity’s new application, to suture research and 
manufacture, of the most precise equipment that science affords, is 
impressing your surgeons with the fundamental reasons for Curity 
suture quality. They are interested in this suture which is produced 
by methods that are establishing new standards of dependability in 
absorption, in tensile strength, and in the other requirements of the 
ideal suture. These facts are constantly being brought to the atten- 
tion of your staff in their own surgical publications. Help them to 
finally evaluate the quality of Curity sutures by making available 
samples for actual clinical test. Such samples will gladly be fur- 


nished on request. 
MEMBER OF H.E.A. 





_ Qyclopropane 


in the Amplon container 


THE HOUSE OF SQUIBB has made available Cyclopropane—the new 
anesthetic gas—in a unique container, the Amplon.* The two-gallon 
Amplon is so small and so light that it can be carried in the vest pocket, 
yet contains sufficient gas for from one to three anesthesias. 

The relatively small amount of gas which the Amplon contains 
makes for greater safety in its use. Furthermore, the Amplon is espe- 
cially designed to withstand severe usage in handling. 

The use of Cyclopropane as an anesthetic gas has been favorably 
reported by many competent anesthetists. Griffith’ states: “So far as 
our present experience goes, the latter (Cyclopropane) seems to be 
a safe, controllable, non-irritating, non-toxic anesthetic agent, per- 





mitting good oxygenization, pleasant to take, and providing satisfac- 
tory relaxation.” 


NOTE: Induction of anesthesia with Cyclopropane should be attempted 
only by those trained in its use. For literature and further information ad- 
dress Anesthetic Department, 745 Fifth Avenue, New York. 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


Griffith, H. R.: Cyclopropane Anesthesia: A clinical record of 350 adminis- 
trations, Canad. M. Assn. J., 31:157 (Aug.), 1934. * Registered U. S. Pat. Off. 
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A Hospital—Health Service for the Butcher, 
the Baker, and the Candlestick Maker, 
and a Square Deal for the Patient, 
the Doctor, and the Dentist 


WALTER S. GOODALE, M.D. 
Superintendent of Buffalo City Hospital, Buffalo, New York 


M.o.<: service for indigent and lower 


bracket salary persons has been a controversial prob- 
lem in economic, sociologic, medical, and hospital 
circles throughout the United States these many 
moons. The disputants involved are here named in 
order of their importance, by which is meant that 
economists and sociologists stand first as atmospheric 
agitators in relation to these subjects with hospital 
boards, staffs, and superintendents feebly bringing up 
in the rear, more or less mute paraders miles from 
the head of the procession. 

This article is written in the hope that it will arouse 
the interests and flagging spirits of the hospital and 
medical world in a problem which only practitioners 
and a well set up and conducted organization for 
the care of the sick can solve. 

It is assumed in these paragraphs that all medical 
and surgical hospitals throughout the United States, 
supported wholly or in part by public funds, are in 
a receptive mood regarding the advisability of main- 
taining a ward, dispensary, and community or home 
service for indigent and lower bracket salary persons, 
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and that all such hospitals believe their objectives 
should be: (1) care of the patient; (2) teaching; 
(3) research. 

An institution organized to care for individuals 
who are sick is in a strategic position to furnish a 
health service which cannot possibly be matched by 
any other sort of group. Moreover so-called private 
hospitals which in these times are often required to 
accept public charges in order to keep out of the red, 
cannot longer dodge their responsibility in the com- 
munity health field. 

The Buffalo City Hospital, serving a municipality 
of 600,000 inhabitants, for many years has offered 
a health service to all poor and small salary sick 
folks, based on the idea that a hospital is the logical 
district headquarters for such an endeavor. A 
description of this service, together with certain pro- 
posed improvements, here follows: 


Give the Doctors a Break 


First it is proposed to grant all participating gen- 
eral practitioners and specialists alike, about 500 


















practicing in the city, an honorarium of three hun- 
dred twelve dollars per annum for thirteen weeks’ 
work. This is based on a two-hour per day work 
schedule or twelve hours weekly at $2.00 per hour. 
The sum proposed has no reference whatever to 
the value of the thing furnished, and should not 
be construed as payment in full for the serv- 
ices performed. Also, it is suggested that each of the 
eleven eligible hospitals in Buffalo (public and 
private) act as headquarters for a group of such 
physicians, of its own choosing, rated as members 
either of an attending, a courtesy, or an auxiliary 
staff, or merely as “medical associates.” The total 
appointments so made by all hospitals would com- 
prise the entire available professional personnel of 
the city accepting the aforementioned honoraria. The 
Executive Committee of the Erie County Medical 
Society to act in an advisory capacity with the 
staffs of the various hospitals in supervising this 
work. Each hospital would be responsible for the 
ward, dispensary, and home care of all indigent and 
lower bracket income persons in its territory unable 
to employ a physician, standing sponsor for the 
quality and character of the work performed. The 
public medical service districts thus created would be 
a convenience alike to patients, physicians, public and 
private welfare organizations, and the hospitals con- 
stituting the “medical centers.” Undoubtedly, this 
feature would stimulate the admission of hospital 
ward patients. On the other hand, persons preferring 
districts other than their own might be accom- 
modated. 


Hospitals as Post Graduate Teaching Centers 


The advantages of the aforementioned plan are 
numerous. Hospital and dispensary organizations as 
at present set up would remain intact. These in- 
stitutions, most of which are approved by the Ameri- 
can College of Surgeons and the American Medical 
Association, would stand for high grade medical per- 
formance. All physicians could have the privilege 
of working in a well equipped plant answering the 
needs of modern scientific medicine. Under this 
arrangement each hospital automatically would set 
itself up as an undergraduate and post-graduate 
educational center for physicians, dentists, dietitians, 
and nurses. 


It might be advisable to allow doctors the use of 
the out-patient departments of their respective hos- 
pitals, including laboratory and x-ray facilities, for 
the diagnosis and treatment of private patients at 
prices within the reach of all individuals in the lower 
income brackets. A boon to consultants and general 
practitioners alike. 


The cost of this arrangement in Buffalo would be 
approximately 500 physicians at $312 each per 
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annum, or a total of $160,000, less undoubtedly than 
the aggregate expenditure for similar service on a 
fee basis. Under the present Federal and State re- 
imbursement system, sixty per cent of this, or 
$93,600, would be a direct charge on the taxpayers 
of Buffalo, and the balance, or forty per cent, fur- 
nished by the New York State T. E. R. A. organiza- 
tion. 

There should be no legal obstacle to this proposal. 
It is true that the T. E. R. A. is not permitted to 
make direct grants for hospitals. The case in point, 
however, involves payment to physicians for work 
performed in hospitals, the hospital ward being 
analogous to a home call and a dispensary visit simi- 
lar to an office call. It is advocated that hospitals 
shall continue to receive a part of their income as 
they now do, from municipal appropriations. 


Uniform Payments to All Physicians 
for Public Work 


A setup involving the payment of uniform 
honoraria under hospital direction to all physicians 
has many advantages. First—it is an orderly method 
fair to patients and physicians alike, affording the 
latter an opportunity to work with complete modern 
equipment in a congenial atmosphere free from lay 
dominance and interference. The employment of 
modified “G” laymen and women would not be neces- 
sary for the purpose of operating a “Stop and Go” 
system devised for the purpose of regulating medi- 
cal practice. No authorizations, no complicated sys- 
tem of voucher payments, no itemized accounts, and 
no long and uncertain waits for incomplete remunera- 
tion, followed by arguments with State bookkeepers 
and auditors. Patients can choose their physicians 
and the latter may acquiesce or not as they please. 

Each hospital will be responsible for the proper 
care of indigent patients in its territory by regular, 
courtesy, or auxiliary staff physicians whose selec- 
tion has been approved by the governing board of 
the institution. 

Hospitals will be “open” to all physicians who 
maintain proper standards and are willing to work 
under staff supervision. At the present time, many 
hospitals in the United States are closed to practi- 
tioners, excepting a favored few, on the theory that 
granting ward and private room privileges to medi- 
cal men generally, inevitably lowers standards. It 
is conceded by all, that practical medical education is 
begun and continued without end at tlie bedside, par- 
ticularly in hospitals. How then can we consistently 
exclude doctors deficient in training from the only 
place conducive to their scholastic improvement ? 
Furthermore, many patients now refuse hospital 
ward care which spells loss of contact with the family 
doctor. There is another phase to the “open” staff 
question regarding which little is known outside of 
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professional circles. In some institutions a non- 
staff doctor may not care for a full pay ward patient. 
This rule should be abandoned so that physicians 
not officially connected with a hospital have exactly 
the’ same privileges in reference to full pay ward 
patients that they are accorded in the case of private 
room patients. 


The Hospital as a Complete Medical Unit 


The writer does not anticipate that the various hos- 
pital groups will organize and become the tyrannical 
masters of all medical practice. It is assumed that 
the County Society, through its Executive Commit- 
tee, can exercise at least an advisory function in each 
institution, an arrangement bound to be beneficial 
both te organized medicine and hospital boards and 
trustees. Many of the latter, under existing ar- 
rangements, devote their time exclusively to cutting 
costs and setting up proper business practices. Dis- 
cussions concerning public health are conspicuous 
by their absence. 

The human family, without exception, ever stands 
in need of proper supervision and restraint, so with 
physicians. Organized medicine acting alone how- 
ever would have little influence on the private con- 
duct of individual members. The recent amendments 
to the New York State Workmen’s Compensation 
Law concerning medical practice, were enacted with 
the approval of the New York State Medical Society 
on the theory that it could regulate and purge itself 
whenever necessary. This is a fallacy. When the 
panels are finally completed and the State Commis- 
sioner of Labor has in his possession the authorized 
list of men qualified to treat workmen under the 
Compensation Laws, he will find himself in posses- 
sion of a fairly complete roster of every individual 
licensed to practice medicine in the state. Conduct 
regulation by a County Medical Society, whenever 
attempted, will prove difficult and embarrassing. 

Hospital trustees and medical staffs are in a better 
strategic position to accomplish disciplinary results 
not attainable by organized medicine alone. Most 
individuals, with few exceptions, respond instinc- 
tively to environment. The doctor practicing medi- 
cine under the auspices of a well conducted and or- 
dered hospital will cut his ethical and professional 
misdemeanors to a minimum. 

There are many administrative details and regula- 
tions involved in the operation of an organization 
such as the one above described, which owing to 
lack of space cannot be elaborated in this discussion. 
A few may be mentioned in passing. They have 
served a useful purpose in Buffalo for a dozen years 
or more: 

Part-pay and free clinic and home call patients 
should be permitted to make direct application for 
service to doctors, hospitals, out-patient departments, 


April, 1936 


or public and private welfare agencies, and. be al- 
lowed free choice of hospital or clinic. Those ex- 
pressing no preference to be assigned by the Buffalo 
City Hospital to the various hospitals and clinics in 
turn. The latter institution to answer all initial re- 
quests for aid and all night calls between 7:00 p. m. 
and 7:00 a. m. No applicant for clinic or hospital 
service to be accepted who can afford the services of 
a private practitioner. All full pay hospital patients 
must employ their own doctors if able. Each hos- 
pital to establish the eligibility of the patient after 
its credit office has conducted a proper investigation 
or a public or private welfare organization has passed 
on the applicant. Private physicians should be 
privileged to refer their personal free and part-pay 
office patients to hospital credit departments for in- 
vestigation. It is intended that under the general 
arrangement herein described, physicians will be 
able, if they choose, to rid their offices of all non- 
pay patients and refer them for service to appropriate 
public clinics. If after a patient has been served by 
a hospital or clinic it is discovered he can afford the 
services of.a private physician, all reports and in- 
formation concerning his condition shall be referred 
to a practitioner of his own choosing. Hospitals and 
clinics shall forward to the physician involved, the 
names of all part-pay and free hospital, clinic, and 
home service patients, and all full pay hospital 
patients entering unrecommended, who have em- 
ployed a private practitioner within the past five years, 
for the purpose of giving the latter an opportunity to 
again treat his patient if he so desires. Every effort 
within reason shall be made to maintain a relation- 
ship between a private doctor and his patient once 
established. Doctors performing public service on 
the honorarium basis herein described to work either 
in (a) a ward, or (b) an out-patient department an 
average of two hours daily, or a total of twelve 
hours weekly, except Sundays and in cases of emer- 
gency; or on (c) home-call service, making six 
visits daily in the vicinity of their offices. Every 
doctor to work on one of these three assignments 
only for a period of one month and later rotate on 
each of the other two for a like period. Any funds 
received from patients treated in the part-pay sec- 
tions of a clinic or home-call service should be divided 
pro-rata among all the physicians working on these 
services. This to be a bonus in addition to the regu- 
lar $312.00 stipend for three months’ duty. 


Hospitals and Community Service 


Hospitals, like individuals, in rendering a wider 
community service will cast their bread upon the 
waters. A policy of this sort is bound to foster the 
growth of a healthier and a more efficient institution. 
There is a vast amount of hospital apparatus and 








equipment which now stands idle a considerable por- 
tion of the year. This is especially true in the smaHer 
organizations. At the same time, a great proportion 
of the practitioners have some spare time and a re- 
stricted amount of scientific apparatus. This situa- 
tion is a large contributing factor to the present high 
cost of medical care. If the entire armamentarium 
for the treatment of sickness located in most com- 
munities could be put at work on a maximum produc- 
tion basis and placed at the disposal of everyone, 
no ailing person in the country need go untreated. 
Privately conducted hospitals should continue to 
receive the public funds which are now available, 
and retain all other sources of present day income. 
It is important also that the balance of power be- 
tween public and voluntary hospitals and clinics, 
private practitioners, public and private welfare or- 
ganizations, and medical educational institutions be 
judiciously maintained and preserved. It would be 
contrary to public policy should any one of these 
health conservation factors gain ascendency. Each 
has its function, and like the various members of the 
human body all must work for the common good. 


Few Individuals Budget for Sickness 


In spite of all propaganda to the contrary, most 
individuals will not provide a budgetary item for 
sickness. Practically no one is prepared for physical 
ailment, regardless of age or condition of servitude. 
It comes to us as an unpredictable and unlooked for 
calamity, usually to be met financially by unsecured 
credit, the Morris Plan or a similar device, or paid 
for out of cash savings designed to liquidate other 
debts. 

Compulsory health and sickness insurance is re- 
pugnant to the American people and inimical to the 
interests and freedom of medical practice. Most 
European systems, including the so-called panel in- 
surance schemes, are moderately efficient in the coun- 
tries where they flourish, but usually are restricted 
to working individuals with no regard for the family 
as a unit, the unemployed indigent being thrown into 
the discard. There are isolated private medical serv- 
ices available throughout the United States, and 
some of the County Medical Societies have stepped 
into the breach. None of these plans to date, how- 
ever, have proven adaptable to the general situation. 

It is a suspicious circumstance that universal health 
and sickness insurance and other similar forms of 
protection have never yet been exploited successfully 
in a commercial way over a considerable period of 
time. 

If the man of small income is to pay his way 
medically, it is conceded he can do so only by pool- 
ing the issue and spreading payments over a period 
of time. Buffalo for twerty years or more, without 


any “bally-hoo” or noisy publicity, has fulfilled these 
requirements so far as part-pay and free patients are 
concerned, with few limitations. This city, though 
lacking in the complete cooperation of all available 
health and sickness equipment and personnel, is 
nevertheless faced with no “medical crisis.” All the 
reasonable demands made upon our present method 
of supplying medical service for indigent people have 
been met. Other centers, many of them larger than 
Buffalo, are now engaged in making surveys so that 
needy residents may get their just due medically. 
Here we pay for our set-up by means of group 
action as expressed in a general city tax. The sum 
expended is spread over a period of one year and 
settlement made in two installments. The cost is 
exactly 4.43 per cent of each tax dollar for the fiscal 
year 1934-35. In other words, a home owner with 
an average tax bill of about two hundred dollars per 
annum is the beneficiary of a complete health and 
sickness insurance plan at a yearly cost of about nine 
dollars, for which there is available every day 
throughout the year, for himself and family, com- 
plete hospital, dispensary, and home medical service, 
including unlimited laboratory and x-ray facilities, 
drugs, medicine, and apparatus, and general and spe- 
cial medical and surgical attention. True, Mr. Tax- 
payer is obliged to pay, in addition to his tax, for the 
actual cost of any care so received and employ his 
own physician if he can afford to do so. On the other 
hand, if he is unable to meet the full charge for pay 
service, he receives on a part-pay or free basis 
exactly the same care and attention to which he would 
be entitled at the regular full rates. All the voluntary 
hospitals in Buffalo have supplied ward service under 
this plan; in fact, their participation has helped ma- 
terially in keeping themselves “out of the red” as the 
saying goes. 


The Doctor and the Dentist Are Worthy 
of Their Hire 


Why not amplify the Buffalo plan temporarily, 
during the depression, now that the government has 
gone into the business of providing social security, 
and later make it permanent and state or country 


wide in its application ? All human endeavor is faulty, 
and here in Buffalo, while we have done fairly well 
for the patient, our record is not so good regarding 
our treatment of medical practitioners. Only in the 
public general hospital conducted by the City are all 
attending and house staff physicians paid either on a 
full-time or a part-time basis, but these represent a 
very small percentage of the professional men prac- 
ticing in the community. 

Our local expenditures for health and sickness have 
been small in comparison with disbursements for 
other municipal activities. A break-down of the tax 
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dollar for the fiscal year ending June 30, 1935, re- 
sults as follows: 
Per Cent 
Welfare. (corrected) 
Education 


Streets 


Health and Hospitals (corrected). . 
Other municipal activities 


Every citizen approves unanimously the statement 
that health comes first. This is merely the expres- 
sion of an abstract principle to date however, as 
health and sickness hold seventh place, measured in 
terms of tax dollar allocation. 

Eventually all tax expenses must be cut, without 
question. However, these cannot be jammed down 
to the level which prevailed at the time the handle 
came off the pail in 1929. It is apparent at this time 
that improved medical service legislation must be en- 
acted in the near future. In this event, a new health 
set-up for indigent persons in New York State will 
be imperative. Even though governmental finance has 
tough sledding for the next few years, let us cultivate 
a new appreciation of values and place expenditures 
for health at the top of the list where it belongs. 
Supply an adequate and decent health and sickness 
service, paid for out of the tax rate, available for 
everyone on a part-pay or free basis who cannot af- 
ford the services of a private practitioner. Pay the 
doctor adequately for any public work which he 
performs. Stop him from longer posing as a 
philanthropist. He follows a vocation, not a calling, 
and his family, like himself, is entitled to a living. 
The plans here proposed, for the present at least, 
demand little added expense in the way of direct 
taxation, but rather provide more efficient service for 
the money now expended, and long delayed financial 
recognition for the medical man. It might be well 
to state at this point that health departments could, 
with propriety, enlist, for a small fee, the aid of gen- 
eral practitioners in carrying on periodic examina- 
tion and immunization campaigns and such like. 

All of the statements made herein regarding phy- 
sicians apply, in a general way, with equal force to 
dentists. 


Medical and Hospital Care for the Lower 
Bracket Income Person 


The set-up described in this paper refers, in the 
main, to part-pay and free patients, both of which 
together constitute that rather large group of indi- 
viduals who present many preventive and curative 
medical needs for which they are unable to pay. 

In every community there should be a finance or- 
ganization operated by and for physicians so that the 
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patient of limited means but in employment, when 
the proper time arrives, can present a promissory 
note executed in favor of his physician, the latter to 
endorse this instrument and offer it for discount. In 
this way it will be possible for the working public to 
buy medical service on the deferred payment plan 
in a manner exactly similar to that used for the pur- 
chase of ice boxes, radios, automobiles, etc. Also, 
some form of group hospitalization should be avail- 
able in every community. This is a device whereby 
an individual may, for ten or twelve dollars per 
annum, secure for himself thirty days of hospital 
care, including ordinary medicine, x-ray, and ap- 
paratus should he need it. The two latter sugges- 
tions, superimposed upon the basic plan offered for 
the care of part-pay and free patients, should amply 
provide for the needs of any community. Under 
such an arrangement there is no necessity for trick 
medical service legislation, far-fetched, intricate ad- 
ministrative and control plans, and a legion of bureau- 
cratic lay “flunkies.” 


Summary 


So far as Buffalo is concerned, the suggestions 
outlined herein, if made effective, in the main pro- 
vide that curative clinic and home-call service for 
indigent and low salary bracket individuals now sup- 
plied in large measure by a public tax-supported in- 
stitution, be reapportioned and a proper share al- 
lotted to each voluntary hospital in the community 


caring for public charges. In other words, the new 
plan, while involving some improvements, is, in a 
large part, a rearrangement and readjustment of 
existing facilities. All other political subdivisions of 
New York State would likewise find this proposal 
practical, workable, and easy to install. 

The beneficiaries of the new set-up would be: 


a. The patient 
b. The hospital 
c. The physician 
d. The taxpayer 

(a) The patient would be assured ample, uniform, 
first-class service convenient to his residence, 
provided he is eligible. 

(b) The hospital would at once become a genuine 
health conservation factor in the community, 
equipped with adequate medical personnel, 
and set up to try out new economic and scien- 
tific methods without interfering with the 
fundamentals of medical practice. Educa- 
tional facilities for post-graduate instruction 
would follow as a natural sequence at slight 
additional expense. A demand for increased 
allotments from public funds should legiti- 
mately ensue. Each hospital would exercise 
a considerable influence in its own district as 
an agency for public medical care. This should 








result in an enlarged clientele useful in 
building up a public ward service. i 
The doctor for the first time in history would 
rightly assume an outstanding and leading 
position in the non-competitive administrative 
and professional control of public and private 
medical practice, with fair assurance that he 
will be able to develop and expand his field of 
activity. He will receive at least an honorar- 
ium for services rendered free patients; true, 
this would have no reference whatever to the 
value of the thing furnished; on the other 
hand, it would constitute some slight recogni- 
tion for the part he plays in community wel- 
fare. His private practice can be maintained 
intact, freed from unfair competition by pub- 
lic agencies. Every physician, including gen- 
eral practitioners, would be insured a hospital 
connection, beneficial to public and private 
patients alike, and personally, extremely valua- 
ble from an educational point of view. 

(d) Last but by no means least, the taxpayer 
would get full value for money expended and 
perhaps could derive some comfort from the 
fact that the health of the people would re- 
ceive its proper share of attention with a mini- 
mum of political interference. 


Lay Dominance of Medical Activities 


The direction of medical affairs by laymen long 
has been a bugbear to the profession. The situation 
has not improved with the years. If the plan de- 
veloped in this paper should become effective, it 
would be necessary to alter existing laws governing 
the various lay agencies now authorized to make a 
hodge-podge of state-wide medical service and main- 
tain non-professional supervision over hospitals, 
physicians, and the practice of medicine. For ex- 
ample: The licensing and control of public hospitals 
and clinics now exercised by the New York State 
Social Welfare Department, the medical service 
maintained by the State T. E. R. A., the medical in- 
spection of school children operated by the State 
Department of Education, and the authority of the 
state labor department to administer medical and 
surgical sections of the law governing industrial 
workers, all should be transferred to the jurisdiction 
of the state department of health where these activi- 
ties would be supervised under the guidance of 
physicians. Insane patients, on account of numbers 
and the special problems involved, should remain as 
charges of the mental hygiene department. 

This brings us to a consideration of the part which 
a state health department ought to play in any pub- 
lic preventive or curative health service program. 
The question of course is debatable. Practically all 
physicians display a very healthy antipathy toward 


anything which smacks of State medicine. Most 
practitioners would define the latter term as a plan 
for furnishing general medical care to rich and poor 
alike with the expense incident thereto defrayed by 
an universal tax. 

Any amplification of the powers now exercised 
by most state departments of health would be certain 
to meet instant opposition from medical men, in the 
event if such extensions had to do with the prac- 
tice of curative medicine. Also, in view of the physi- 
cians’ firmly fixed inclination to maintain the status 
quo, and the partisan politics strongly evident in most 
local boards of health, it would seem advisable, for 
the present at least, that health departments operat- 
ing out of a state capital should exercise authority 
only over such activities as community and environ- 
mental hygiene and sanitation, epidemiological work, 
the medical functions now exercised by the social 
welfare department, the department of education and 
the labor department, educational propaganda with 
regard to public health and the coordination of public 
health activities within the various districts. 

A plan for the division of all public health and 
public curative medical service, if the suggestions 
herein contained were followed, would result in pro- 
fessional domination exclusively, and a sharp separa- 
tion into two portions of all the work involved as 
follows : 


1. Public health service under State supervision 
and medical control as above defined. 


Permissive, state-wide legislation authorizing 
preventive and curative medical service in each 
city or county or any combination of these for 
indigent and lower bracket salary individuals 
under medical auspices supervised generally by 
locally formed and governed bodies fairly free 
from political taint, and paid for out of the 
tax rate. 


Shoemakers! Stick to Your Last 

As working members of fact-finding bodies, we 
will concede the palm to those doctors of philosophy 
who labor in the medico-sociological vineyard. When 
these zealous workers, however, evolve visionary, 
impractical, and complicated recommendations for 
supplying adequate medical care to all the people 
all the time, and in so doing necessarily include 
therein rules of conduct for doctors of medicine, the 
results remind one of the farmer who wisecracked 
that, “Shearing a hog makes for a lot of squealing 
but results in very little wool.” 

The Buffalo medical scheme, originally set up and 
still operated by physicians, long in use and tested 
by time, if amplified and improved as suggested 
herein, will meet the demands and needs of all rea- 
sonable people or any community. 
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The Story of Huntington Hospital 


7. Huntincton Hospitar, Huntington, 
Long Island, tells its story to its community in this 
charming narrative. It brings a fine conception of 
hospital service to the people who built and support 
it, and who love it for the good that it is doing. 


I WONDER IF YOU REALIZE that I have been 
I was con- 
ceived by a small group of citizens, a number of 
My Godmother was Miss 
She bought the land and then my 
first home, and then provided an income she thought 


serving in your Town for 19 years? 


whom are still alive. 
Cornelia Prime. 
would take care of me for the rest of my life. But 
land—how I've grown. 

In one sense I am strong. In another I am very 
weak. Let me tell you about myself. 

I am your hospital. While you take time for rest 
and recreation after your day’s work, I never rest or 
sleep. Hard? Sure, but I like it. You see, it is 
my job to help cure the sick and heal the injured. 
In fact, it is the greatest job in the world. Did you 
ever stop to think what I am doing? Listen, in the 
following pages I'll tell you. 


O N THE NEXT PAGE you will find a picture 


of the home where, in 1916, I began my task. It 
was designed to provide 18 beds for adults, 4 beds 
for children, and 6 bassinets. But my guests soon 
overcrowded these facilities so that by one device 
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or another it was expanded to accommodate 31 beds 
for adults, 4 cribs and 10 bassinets. 

These changes met the demands placed upon me 
only for a brief period. For the changes really re- 
duced my efficiency and that, coupled with the non- 
fireproof construction, made me less and less suitable 
for modern hospital service. So the erection of a 
new home for me became imperative. 

Since the erection of the new building the upper 
floors of my old home have been converted for 
nurses’ quarters, thereby relieving the crowding in 
the nurses’ home, which militated against the effi- 
ciency of my nurses. The main floor of my old 
home now contains meeting rooms for Medical Staff, 
Woman’s Auxiliary, and Board of Directors. 


O. THE NEXT PAGE you will also find a 


picture of my new modern home. Almost 30CO 
citizens of Huntington Township contributed the 
funds for its construction. In less than one gen- 
eration the generous spirit of Miss Prime has spread 
to that extent throughout the community. The new 
building was opened for patients on November 1, 
1933. It is modern in every respect, having been 
designed by architects, expert in hospital planning 
and construction, under the able direction of Dr. 
S. S. Goldwater as consultant. 

From roof solarium, which gives an unequaled 
view of the beautiful valley of Huntington as well 
as Huntington Harbor and Bay, to the basement 
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My Godmother 


containing the kitchens where food is prepared and 
cooked, the building is designed to increase the com- 
fort and speed the recovery of my patients. 

Here you will begin to see why I must constantly 
have financial support if I am to serve the com- 
munity adequately. This building contains 68 adult 
beds, 7 cribs and 16 bassinets. It was skillfully de- 
signed so that semi-private and private room beds, 
for which the charge is greater than the cost, tend 
to balance the ward beds for which the charge is 
less than the cost. It costs $5.07 per day to maintain 
a bed but ward rates are $3.50 per day. But condi- 
tions are such that ward beds are always in demand 
while private rooms are not so well occupied. Forty- 
five ward beds are nearly always filled and for every 
occupied ward bed I earn a deficit of a dollar and 
fifty-seven cents a day. Do you begin to see what 
my problem is? 
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A... MY PATIENTS well taken care of? Do 
they get as good attention as in other places? Am I 
as modern and up-to-date as other hospitals? The 
answer is Yes! 

Over thirty-five doctors—attending and consulting 
doctors, general practitioners, excellent surgeons and 
specialists in the varying branches of medicine and 
surgery—be it for man, woman or child. Two house 
doctors (interns) are always on call. Attending 
doctors are constantly going to, through and from the 
hospital—almost any hour of the day and night some 
doctor is at the hospital. 

Any emergency or any urgency always has capable 
hands present to care for it. My equipment is of 
the finest, most modern and up-to-date. My operat- 
ing rooms and delivery rooms are of the very best. 
My guiding stars of the x-ray and pathological 
laboratories are the best obtainable. 











My Nurses 


The building is here, the equipment is here, the 
doctors are here—all ready to serve and care for you 
in your hour of need. 


A. THE HANDs of these capable, trustworthy 
nurses my patients receive the most expert care and 
attention while they are my guests. Graduate nurses, 
all are chosen with an eye single to the best interests 
of those overtaken by the misfortune of illness or 
accident. These regular staff nurses are augmented 
by others, equally capable, for those requiring special 
attention. At no time is anything but the comfort 
and recovery of the patients under their care allowed 
to dominate the thought of these guardians of human 
life. ; 

There are twenty-two nurses on my staff in addi- 
tion to the superintendent and her assistant, who 
are also graduate nurses. But these constitute less 
than half the personnel of the hospital. Laboratory 
technicians, dietitian, housekeeper, interns, orderlies, 
cooks, engineers, janitors, kitchen help, and cleaners 
all have their parts to perform in maintaining my 
service to patients which must go on throughout 
every hour of every day in the year. 


A.. OF MY DUTIES are by no means grim and 
painful. My nursery is the brightest spot one could 


imagine anywhere. Into it there passed during the 


year 1935, 211 new citizens of this community. They 
will grow to be strong and self-reliant members of 
society because their start in life came under the 
most scientific precautionary auspices. 

Here are pictured just one of the number of twins 
whose first bed was in my nursery. These weighed 
but two pounds each and lived for many weeks in 
the incubators you see here. These and other mod- 
ern devices are all part of the special equipment 
which is to be found in all departments of the hos- 
pital. 

When you can you must take the time to visit 
my delivery rooms, where all these babies enter the 
world. They were specially designed and equipped 
when my new home was built with a view to the 
important part they would play in the lives of many 
mothers. Already they have fulfilled that part to a 
degree that is not surpassed by any department of 
the hospital. And the maternity division, where 
mothers and infants spend their days while they are 
my guests, is just another example of the unusually 
complete facilities of this new home of mine. 


I WOULD FIND IT DIFFICULT if not impossible 
to choose a single department of my new home for 
special emphasis. Yet it has already been said that 
“my guiding stars of the x-ray and _ pathological 
laboratories are the best obtainable.” By referring 
to page twenty you will find a picture of a small 
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My Babies 


section of my x-ray department. This department 
comes in for maximum use in my new home by rea- 
son of the great number of accident cases admitted 
here. For this reason special attention was given to 
its construction and equipment when the new build- 
ing was constructed. 

The comparatively new field of x-ray therapy 
was pioneered in Suffolk County by this department. 
Already the demands on this service have been so 
great that an entirely new and more efficient equip- 
ment has been installed to replace the original equip- 
ment which was in use but two years. 

In the year 1935, 886 patients received 1440 ex- 
aminations or treatments in the two branches of this 
service. 


W HAT IS SAID of the x-ray department 


is equally true of the pathological laboratory. With 
the growth which brought about the need for my 
new home there was a corresponding growth in the 
need for modern facilities for detecting and isolating 
obscure and baffling diseases. Medicine and Surgery 
lean heavily upon this arm of my service. A qualified 
Under his di- 


pathologist directs this department. 
rection two technicians are constantly at work. The 


calls upon this service have multiplied until in the 
year 1935, 7212 tests were made. On page twenty- 
one you will see these technicians, busy as usual. 


April, 1936 


N.. ALL MY MISSION OF MERCY begins and 
ends at my door. Overtaken by accident on the high- 


way or overpowering illness at home, it is frequently 
necessary for my patients who are prostrated to be 
carried to my door. This is a task that cannot be 
left to chance. It is not so left here. 

Seeing that with all its fine new facilities my new 
building would still be incomplete without a modern 
ambulance my Woman’s Auxiliary rose to the oc- 
casion and presented me with a beautiful ambulance. 
From the time my new doors were opened, except 
when it was disabled, this vehicle has met the de- 
mand for swift, safe, and comfortable transporta- 
tion for prostrated patients. 

With it on all calls goes not only a competent 
driver, but also an intern who is qualified to render 
first aid if necessary and to care for the emergency 
needs of the patients it transports. 

When an unfortunate accident disabled the 
ambulance the Auxiliary promptly arranged to pay 
the major share of the cost of restoring it to service 
and to insure it against possible future disastrous 
expense. 


WV... I HAVE ALREADY TOLD You will dis- 


close some inkling of the task which I perform in 


your community. But it is not performed auto- 











My X-ray Laboratory 


matically by any means. Back of the scenes I have 
what every large business establishment requires, an 
active and interested Board of Directors. 

My business affairs are managed by my Board, 
which represents a Corporation chartered under the 
laws of New York State. 
Corporation is open to any of my friends who con- 


Membership in that 


tribute $5 or more per year under one of the five 
classes of membership. From the members so con- 
tributing my Board of Directors of seventeen mem- 
bers is chosen annually. 

The Board meets monthly at the hospital to con- 
fer with the superintendent, who is entrusted with 
the internal management, and to hear the reports of 
committees which manage the investment of funds 
and other corporation matters. 

That my business affairs are by no means incon- 
sequential may be judged by the fact that in 1935, I 
treated 2261 patients and it cost $105,670.06 to pay 
my operating expenses. Salaries alone amounted to 
$54,145.61. Food cost $18,890.94, and other items 
such as laundry, medical and surgical supplies totaled 
$15,388.08. With over fifty people on my payroll 
every day, day in and day out, I serve over 250 meals 
to patients and personnel. 


M. GODMOTHER, Miss Prime, set an ex- 


ample in the Town which has always been followed 
by the womenfolk. The Woman’s Auxiliary is my 


strong right arm. It has 450 members from all sec- 
tions of the Township. Dues of $1.00 per year pay 
the routine expenses of meetings. The real service 
of the Auxiliary is reflected in the many thousands 
of dollars which they have raised to help support 
me over the years. And never has this help been 
more valuable or more appreciated. 

By means of benefits, parties, and many other de- 
vices the Auxiliary contributes more than a thousand 
dollars each year to help me where I most need help. 
If it is supplies that are required the women are 
always eager to supply them. Garments, linen, and 
other materials seem always to be just awaiting the 
requisition of the superintendent. 

Beside the quarterly meetings where the routine 
business affairs of the Auxiliary are discussed there 
are numerous meetings to carry out some special 
event for my benefit. Thus was my present am- 
bulance provided and kept in repair. So it is in 
any number of needs that the women of Huntington 
have carried on the spirit which was so liberally in- 
planted in my infancy by Miss Prime and her gen- 
erous co-workers. 


W... THE GREAT multiplicity of duties 


that are carried on within my four walls throughout 
the twenty-four hours of every day I would often 
be in a sorry plight without the presence of a guid- 
ing hand and a sympathetic heart always in control. 
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Clinical Laboratory 


This responsibility falls upon my superintendent. 
It is she who must put into effect the policies deter- 
mined by my Board of Directors. She must see to 
it that the wishes of my many doctors with respect 
to the care of their patients are faithfully and pains- 
takingly fulfilled. 

All of this involves a fine sense of balance between 
the professional conduct within and the business re- 
lationship with those who serve my needs as well as 
those with whose care I am entrusted. 

When the large problems attending the transition 
from my old home to my new home arose I was 
fortunate in having as superintendent, Miss Agnes 
Martin, who admirably fulfilled these exacting duties. 
Toward the end of 1935 Miss Martin relinquished 
the management of my home to marry. 

On the first of January Miss Mary Jane Hutch- 
inson became my superintendent. My affairs will 
prosper and the community will benefit by her 
presence. 


I HOPE MY sToRY will acquaint you with the 
great need for the hospital and what your hospital 
is doing to fill that need. 

I know that you have all come to realize that the 
Hospital is far greater than any individual. Its pos- 
sibilities for service are limited only by the extent 
of the support, financial and spiritual, which it re- 
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ceives from the community. Surely no object can 
be so worthy of our best and sustained efforts. 


“Tf I can stop one heart from breaking, 
I shall not live in vain; 
If I can ease one life the aching, 
Or cool one pain, 
Or help one fainting robin 
Unto his nest again, 
I shall not live in vain.” 
odilissdlilli 


Miss Carolyn E. Davis Resigns 

Miss Carolyn E. Davis, a former member of the 
Board of Trustees of the American Hospital Asso- 
ciation, resigned the superintendency of the Good 
Samaritan Hospital, Portland, Oregon, a position 
she has held for many years. Miss Davis succeeded 
Miss Emily Loveridge at the Good Samaritan. 

Miss Davis will leave on a “round-the-world” 
tour on April 1, and when she returns from her 
vacation will accept one of the several positions she 
has had offered her. 

Miss Davis is a leader in women’s club activities. 
She has been the vice-president of International 
Zonta, and together with ‘her work in the hospital 
field she has gained international recognition for 
her services to organized business women’s activities. 








Institutional Housekeeping Management 


QUINDARA OLIVER DODGE, M.S. 


Associate Professor Institutional Management Simmons College, Boston, Massachusetts 


:. HIS LATEST BOOK, “The Art of Leadership,” 
just released from the press, Ordway Tead tells 
us that, “However much the leader may be able to 
anticipate difficulties imaginatively, it is often im- 
possible to make more than a few alert followers 
also look ahead.” He goes on to say, “The true 
leader sees the handwriting on the wall. He senses 
trends and tendencies at work in his surroundings. 
He has frequently to decide whether he will force 
the attention of his followers to imminent issues 
which may be controlled and reshaped by action, or 
whether he will let the march of events bring aware- 
ness of troubles to his followers in its own good 
time.” 

New England has long had the reputation for 
vision and creative leadership in medicine and in 
hospital management. In squarely facing the trouble- 
some question of the housekeeping department in 
the hospital, the superintendents of the New Eng- 
land Hospital Association are again demonstrating 
their ability to lead. 


The Status of Institution Housekeeping 


There are numerous signs of a definite trend to 
dignify the work of the institution housekeeper. One 
of the signs in the hospital field is the recurring 
recommendation in your official publications that a 
trained person serve as director of the housekeeping 
department. The article “Organization of Hospitals” 
by Benjamin W. Black, M.D., in the January, 1936, 
number of Hospitals is an excellent example of 
The organization of the “Executive 
Housekeepers’ Association” within the past three 
years has succeeded in effecting very desirable 
changes for this important department in the hotel. 
A “Head of House” appointment in colleges having 
a home economics curriculum increasingly carries 
with it a teaching staff appointment as well. Where 
this is true, the position does not lack professional 
dignity for the “Head of House” assumes equal 
rank with other members of the instructing staff ex- 
cept as influenced by her professorial rating. In 
private clubs an increasing demand for adequately 


such vision. 


trained directors is accompanied by management re- 
sponsibility in line with their abilities. Private schools 


Presented at the Fourteenth Annual Convention of the 
New England Hospital Association, Boston, Massachusetts, 
February 27-29, 1936. 


rather commonly give the responsibility for the 
house, the dining halls and even the grounds to a 
competent home economics graduate. This would all 
indicate that hospital superintendents are wisely re- 
taining their right to administrative leadership by 
admitting the need for a change in hospital manage- 
ment as it affects the housekeeping department. 


The Status of Hospital Housekeeping 


In the past many hospitals have suffered because 
the head of the housekeeping department or as she 
was currently called the “Housekeeper” lacked the 
refinement of personality, the social poise, and the 
educational background that made it possible for her 
to meet as a professional equal with the doctors, the 
nursing staff, or the dietary staff. This was mistake 
number one in the selection of administrative depart- 
ment heads. The position the housekeeper was re- 
quired to fill lacked dignity because of the failure 
of the hospital superintendent to realize that the 
position, to be efficiently and satisfactorily filled, de- 
manded technical and scientific training. The posi- 
tion also lacked dignity because the women it at- 
tracted frequently thought of it as a “stop-gap” job 
or frankly looked upon their housekeeping duties as. 
the “end of the road” need for security before an- 
nuities were due and payable. 

In a field of professional workers, a classification 
that characterizes the majority of hospital personnel, 
the housekeeper came on duty with an insurmount- 
able handicap, she lacked professional caste. This 
handicap she seldom was able to overcome and so 
was inclined to sink back sooner or later with an 
abject spirit of resignation to perform perfunctorily 
the duties assigned to her. This spirit of resignation 
so characteristic of hospital housekeepers has re- 
sulted in a lack of sparkle, eager interest, and en- 
thusiasm in their work. True administrative re- 
sponsibility provides the opportunity to use creative 
imagination, vision, and management skill in such 
a way as to bring out the best qualities of leadership. 
Further, the housekeeper lacked the professional’ 
training that permitted her to intelligently under-- 
stand how the needs of the patients affected the 
major policies of her own department. The result 
was poor daily organization control, constant fric- 
tion, misunderstanding with members of other de- 
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partments, and a hospital superintendent called in 
again and again to straighten out the tangles. 

The position lacked dignity because the super- 
intendent frequently gave his “housekeeper” admin- 
istrative responsibility with one hand and almost 
with the same gesture took it away with the other. 
She frequently came on duty to find that the 
requisites for effective management were denied her 
because of the lack of opportunity to establish 
major policies. For example: The selection of a 
grade of housekeeping or laundry employees in 
keeping with her ideals became an impossibility be- 
cause of the existing wage scale for her department 
personnel; instruction and training of housekeeping 
employees were hampered because the nursing de- 
partment shared the responsibility for their work. 
Even the control of the linen supply was hampered 
by the current use of a “departmentalized system” 
of circulation of linen. Such situations are evidence 
of poor organization procedure set-up as we fre- 
quently find it in hospital housekeeping departments. 

These problems for the superintendent may origi- 
nate from any one or more of three sources. First, 
he may have been unable to convince his Board of 
the need for a trained department head of profes- 
sional caliber, or second, the hospital budget may 
have provided an inadequate salary for a department 
head of the desired qualifications, or third, his search 
for a college trained woman with the necessary tech- 
nical and scientific preparation, able to assume her 
place in his professional family, may have been un- 
successful. 


Strength for the Housekeeping Department 


When will hospitals get away from the stigma at- 
tached to the position of housekeeper? Only 
when that position has been abolished and in its 
place you establish a department of housekeeping 
under a professionally trained department head! 
This department organized according to sound man- 
agement procedure should tie up all the unrelated 
and conflicting smaller units so necessary to service 
within the hospital walls. The linen supply, whether 
a “departmentalized”* or “centralized system” of 
circulation of linen was in effect, could certainly be 
better controlled if the director of the housekeeping 
department had the authority to go to the head 
laundry man to correct problems originating in the 
laundry in connection with linen distribution. Is 
there any reason why a head laundry operator should 
not occupy the same relative importance in the house- 
keeping department that the chef does in the dietetics 
or nutrition department ? 

Many refinements of service could be worked out 
by the director of the housekeeping department that 


*“Hospital Organization and Management’’—1935—Mal- 
colm T. MacEachern, p. 754. 
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would redound to the prestige of the hospital in their 
tangible effect on the patients. The hotels and the 
Statler Hotels, Inc., in particular, have been rewarded 
for their pioneering efforts in a never ceasing attempt 
to perfect room service for their guests. Their suc- 
cess is shown in a startling way by the innumerable 
duties of the executive housekeeper’s department 
personnel that are devoted to these services. The 
perfection of the room service for any hotel guest 
goes back in the final analysis to the executive house- 
keeper, regardless of the number of other major 
department employees, who—electrician, engineer, 
plumber, upholsterer—must be called in to bring this 
about. I like to think of hospital patients, as hos- 
pital guests in the same sense that hotels use the 
word “guest.” Couldn’t some such plan be profit- 
ably worked out for the refinement of room service 
for the hospital patients? This refinement of room 
service need not encroach, in even the slightest de- 
gree, on the prerogative of the doctor, the nurse, or 
the dietitian in their care of the patient. It would 
on the other hand iron out all those vexing, trivial 
occurrences which hamper even the most skilled of 
medical and nursing care through their disturbing 
effect on the patient. How many guests of the Statler 
Hotels realize that all room doors have a special in- 
dicator on each latch that shows when the hotel guest 
is in the room so that a sleeping guest is not dis- 
turbed by the maid noisily turning the handle to see 
if the door is locked. Or look again at standards for 
guest comfort evidenced by the inviting fragrance 
of the Ritz Carlton elevators in comparison with 
elevators or corridors in most hospitals of our 
acquaintance. Is there any hospital technique or 
standards of cleanliness that make fragrant germi- 
cides or deodorants impractical for acceptable hos- 
pital sanitation ? 

Isn’t there a place in any modern up to date hos- 
pital for a professionally trained woman of keen 
sensibilities, and abilities? 


Financial Significance of Hospital Housekeeping 


Department 


We have a good indication of the relative financial 
importance of the housekeeping department when we 
compare the actual operating percentages in the 
Salem Hospital, a 156 bed, general hospital for the 
last two years. 


Significant Percentages 1935 1934 
All Housekeeping and Laundry ex- 
penditures to total expenditures. 
All Dietary Department expendi- 
tures to total expenditures 
All Nursing Department expendi- 
tures to total expenditures 23.4% 
These percentages may encourage you to analyze 


11.9% 13.3% 


28.0% 25.5% 





your department totals with a fresh viewpoint. They 
show that the housekeeping department incurs -ap- 
proximately one-half the expenditure of either the 
dietary or nursing departments. Its department em- 
ployees represent about one-quarter of the total 
employees and professional workers on the hospital 
payroll but their rate of pay is lower so that their 
wages represent only 14.3 per cent of the total pay- 
roll. We would expect their wages to be lower but 
a trained department head would want to be very 
sure, that the hospital superintendent would be open 
to an increase in the individual average for the de- 
partment payroll consistent with local wage condi- 
tions and labor supply, if studies showed that a higher 
grade of employee would result in fewer employees 
needed. This would permit a re-establishment of 
the wage base on a higher level with improved 
operating results in view. 

When we go further and compare the salaries paid 
the head dietitian and the housekeeper in fourteen 
representative New England hospitals we find 
salaries for head dietitians ranging from $90 a month 
and maintenance to $180 and maintenance as con- 
trasted to a range of $80 a month and maintenance 
to $150 and maintenance for housekeepers. 


The head dietitians have as many as seven assist- 
ant dietitians while the housekeepers in these same 


hospitals have no administrative assistants at all. 
This comparison indicates that salary averages, taken 
by themselves, in many instances would even now 
command the services of a technically trained depart- 
ment head. Salaries are not apparently the chief 
difficulty facing you in securing a properly qualified 
director for your housekeeping department. 


Relative Significance of Hospital Housekeeping 
Department 


It is no exaggeration to say that professionally 
trained women have a deep-seated aversion to the 
title of “housekeeper” as prevalently used in the 
average hospital. The title has come to stand for a 
complete disregard of basic management principles 
in the organization set up of housekeeping activities. 
This disregard has resulted in the professionally 
trained staff personnel in many hospitals looking 
upon the housekeeper’s position as that of a glorified 
maid. The belittling of the housekeeper’s adminis- 
trative responsibilities by his staff members lies at 
the door of the hospital superintendent since he has 
given them no grounds for any other interpretation. 
Through his selection of a certain type of “house- 
keeper,” he made it impossible for them to wish to 
work with her as a professional equal commanding 
admiration for her scientific training and their liking 


Comparative Study of Housekeeping and Dietary Department Heads in Representative New England 
Hospitals 


Title for Salary of 
Head Head 


To Whom Is 


Number of Salaries of Head of 


Assistant 
Dietitians 


Housekeeping Housekeeping 
Department Department 


$90 & Main. 
$125 & Main. 


Housekeeping 
Dept. Responsible 


Superintendent 
Superintendent 


Salary of Assistant 
Dietitian Dietitians 


$125—5% One 
$120 & Main. Two 


Housekeeper 
Housekeeper 


$60 
$80-$75 & 


Main. 


Housekeeper Will not disclose salaries Three Superintendent 


$166.66 & Meals 
& Uniforms 


$150 & Main. 
$117.95 & Main. 
$90 & Main. 
(originally $100) 
Housekeeper $100—10% 
& Main. 
$85.50 ($90 before 


cut) 
$80 & Main. 


Housekeeper $291.55 & Meals Six (1) $200 & Superintendent 


& Uniforms Main. 
$180 & Main. Seven 





Housekeeper Asst. Supt.- 
Superintendent 

Director of 
Hospital 

Superintendent 


Matron $155.42 & Main. Four 
& Main. 
$90 & Main. None 
(originally $100) 
$125—10% One 
& Main. 
$100 (due for raise None 
in June 
$100 & Main. None 


Housekeeper 


$100—10% . 
& Main. 


Superintendent 


Housekeeper Superintendent 

Household 
Supervisor 

Housekeeper 


Superintendent 


$1000 yr. & Main. $1800 yr. & Main. Two $1080 & 
$900 & Main. 
$85. $50, $40, 
$30 & Main. 


$100 & Main. $115 & Main. One $100 & Main. 


Household $100 & Main. $150 & Main. $100-$85 & 
Supervisor Main. 


Superintendent 


$100—10% 
& Main. 


Housekeeper $125—10% Four 


& Main. 


Superintendent 
Housekeeper Superintendent 


Superintendent 


*Asst. Housekeeper—$60—5% and maintenance. 


**In a@dition to the Asst. Dietitians, there are 9 Staff Dietitians whose salaries range from $77.07 to $90.94 per 
month and maintenance. 
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by virtue of a winning personality backed by tact 
and cultural refinement. 


Additional little things, but representative of ad- 
ministrative evaluation of the functional importance 
of the housekeeping department show u> in answers 
to the following questions. Has the rooming accom- 
modation for the housekeeper been provided in the 
quarters with her maids or in the building with the 
other administrative heads? Has the housekeeper’s 
office been located in the administrative center of 
the hospital, easily accessible to the offices of the 
superintendent, the admitting superintendent, the 
nursing school, the department of dietetics and the 
business office? The most common practice for the 
providing of a housekeeper’s office is to place a desk 
in her room off in the maid’s quarters or a cubby 
hole in the basement or even no working center at 
all where she can be found when she is not occupied 
with the supervision of her employees—she merely 
circulates or goes to her room. The location and 
the appearance of the office of the Director of 
Housekeeping and Dietetics at the University Hos- 
pital, Ann Arbor, Michigan, would be a revelation to 
many hospital superintendents in this respect. This 
office represents a tangible evidence of true adminis- 
trative vision brought to bear upon the hospital’s 
problems long before the blueprints were drawn. 

Going further, the type of housekeeper selected 
has led to her selection of a similar type of house- 
keeping department employee who has not impressed 
the patients or their friends with the true standards 
of the hospital. Certainly few hospital superintend- 
ents would be willing to stand on the adage, “The 
ideals, personality, and standards of the director at 
the top is impressed on each employee, from every 
department head down to the lowliest employee’”’ if 
his standards were to be judged by the housekeep- 
ing department personnel. 


Institution Dietetics Versus Housekeeping 
Management 


Schools of Home Economics in our largest col- 
leges and universities, in general, tend to have three 
distinct divisions of subject matter, namely: foods 
and nutrition; clothing and design; institutiona! 
management. Institutional management in every in- 
stance is the latest and youngest division. When we 
recall that Lansburgh in his book “Industrial Man- 
agement” states: “In 1915 there were not five 
courses in Management given in American Universi- 
ties. Today practically every business and engineer- 
ing school in the United States is offering courses in 
Management”—we understand why Institutional 
Management as the youngest member of the family 
is more and more taking its place in the Home Eco- 
nomics curriculum. 
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There was a period in the development of the tech- 
nical and scientific preparation of the dietitian when 
“foods and nutrition” was considered her chief tool. 
Today the science of management as applied to her 
profession through the subject, institutional manage- 
ment is conceded to be her second major asset. 
These subjects, foods and nutrition, and institutional 
management must be supplemented by adequate phy- 
sical sciences, especially chemistry, social sciences, 
biological sciences, and education if your adminis- 
trative dietitian is to bring the needed skill and 
knowledge to her job that you demand. It is highly 
desirable that a trained director of the housekeeping 
department should likewise bring institutional man- 
agement to her job, and unless she has the responsi- 
bility for the dietetics department—in addition to the 
housekeeping foods and nutrition the first tool of 
the dietitian could profitably be replaced by a study 
of textiles and design. The social, biological, and 
chemical sciences should be presented for her from 
the housekeeping standpoint. Chemistry in particu- 
lar should be chemistry of laundry formula and stain 
removal, chemistry of textiles, and also the chemis- 
try of cleaning reagents and supplies as contrasted 
to the physiological chemistry so essential to an un- 
derstanding of the science of nutrition. 


Sound Housekeeping Department Organization 


The University Hospital, Ann Arbor, Michigan, 
has a “Director of Housekeeping and Dietetics.” 
Margaret Gillam, now director of the nutrition de- 
partment at the New York Hospital, was its first 
director. Her first assistant in charge of housekeep- 
ing, a four year home economics graduate from 
Michigan State College is now the “Acting Director 
of Housekeeping and Dietetics” at the University 
Hospital. This plan has been in effect at the Uni- 
versity Hospital since about 1923 and shows what 
can be accomplished under sound organization line- 
up of responsibilities. 

Coming nearer home we find that the Salem Hos- 
pital has operated with the dietary and the house- 
keeping departments administered by the dietitian 
since 1933. In 1934 a trained person was brought 
in as head of the housekeeping department activities. 
still under the immediate guidance and checking of 
the dietitian since the new housekeeping department 
head had had no hospital experience. At the pres- 
ent time the superintendent, Mr. Oliver G. Pratt, 
feels that they are at a stage where the housekeeper 
can be given full responsibility for the housekeeping 
department which he plans will gradually be made 
to include the laundry. A list of the monthly re- 
ports made by the housekeeping department for Mr. 
Pratt is of interest to you because it indicates good 
administrative control and an appreciation for the 
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type and amount of expenditures incurred by this 
department. 


Monthly Housekeeping Department Reports Used 
‘in Salem Hospital 


1. Linen Into Circulation 
A list of all new linen put into circulation the first 
of each month to replace all linen discarded. 


2. Linen Discarded 

A list of all linen beyond repair. Some worthy 
of salvaging is used to make smaller articles and the 
remainder is used for cleaning cloths. 


3. Sewing Room Work 

A list of all work done by the seamstress during 
the month which consists of the manufacturing of all 
new articles, mending, making over articles, and the 
cutting out of any articles sent to societies to make 
up for the hospital. 

All new articles manufactured in the sewing room 
are made from bolt goods sent from the stock room 
and charged to the sewing room. The cost of mak- 
ing each article is obtained by dividing the total 
yardage used, by the number of articles made, ob- 
taining the amount of material in each article, plus 
the amount of time taken by the seamstreis to make 
each article. The manufactured articles go to the 
stock room charged at these prices. A study is made 
of the articles. As a result it is decided whether it 
is wiser to manufacture certain articles or purchase 
them. 

4. Sewing Room Inventory 

A list of all yard goods, thread, binding, and any 
unfinished or finished articles which are remaining 
on the sewing room shelves the last day of each 
month which are not sent to the stock room. 


5. Mending 
A list of all articles mended by the seamstress 
during each month. 


6. Work Report 

A comprehensive report of all cleaning which is 
done each month by the two house men and one ex- 
tra man. This work is done by special requisitions 
and does not come under the heading of regular 
routine work. 


7. Ward Diet Kitchen Dish Breakage Cost 

A comprehensive report of the dish breakage cost 
in each diet kitchen monthly, with.the average break- 
age cost allowed each kitchen which figure was ob- 
tained by figuring the breakage for each kitchen over 
a monthly period, then getting a monthly average 
from that figure. Each maid not exceeding this av- 
erage is rewarded by having extra time off the day 
of her afternoon off following the posting of the 
report. 

For the superintendent, these reports have pro- 


vided concrete evidence of savings effected by a2 
trained department head and has justified his belief 
in the need for a department of broad scope com- 
patible with her professional training and a place at 
his weekly conference table as an equal with other 
administrative department heads. For example, a 
study of Report No. 3, by the housekeeper showed 
that the seamstress averaged each month nine to 
twelve full days on mending or from a third to a 
half of her month’s working time. The number or 
type of articles mended was not known so that 
neither the superintendent of the hospital nor the 
housekeeper had any way of knowing whether the 
dollar and cent value returned on such a job assign- 
ment was justified. Report No. 5, “Mending” was 
the result and now all mended items are dated when 
put back into circulation and when they appear later, 
listed on Report No. 2, “Linen Discarded,” the ac- 
tual prolongation of life of these articles due to. 
mending can be determined. A wise policy affecting 
the operation of the sewing room will ultimately re- 
sult from such intelligent follow-up by the house- 
keeper. 


A Possible Solution 


The American College of Surgeons list of Octo- 
ber 1, 1934, gives 199 fully approved hospitals in 
the six New England states. At the present time, 
New England colleges have graduates who are 
trained along general home economics lines, capable 
to a certain measure of adapting home techniques to 
the institution problem of housekeeping. For ex- 
ample, Dr. Alice F. Blood, Head School of Home 
Economics at Simmons College, has stated that four 
year home economic graduates of maturity have han- 
dled with real success positions as Heads of House 
in our most illustrious private schools. Graduates 
of the former intensive one year Institutional Man- 
agement Programme at Simmons College are also 
doing most creditable work in the same type of posi- 
tions. 

A review of the set-up in colleges of home eco- 
nomics and the points of similarity and divergence 
of the preparation needed by the dietitian and the 
trained executive housekeeper may be of help in ar- 
riving at the best solution for the hospital house- 
keeping department. No New England college, how- 
ever, has graduates at the present time who have 
been specifically prepared with the institutional 
housekeeping objective in mind. Institutional man- 
agement as it is taught in our outstanding New Eng- 
land colleges is applied to institution food positions. 
Institutional management applied to _ institution 
housekeeping positions would require a hospital affil- 
iation to provide the practical field work needed to 
supplement the intensive class instruction. Class 
and laboratory preparation in textiles, interior deco- 
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rating, furnishings, household equipment, and sup- 
plies, in addition to the physical, social, and bio- 
logical sciences would be essential. 

The New England Hospital Association is in a 
strategic position to bring this need of the New 
England hospitals for properly trained home eco- 
nomics graduates to head up their departments of 
housekeeping, to the attention of the proper authori- 
ties in any educational center selected to assume this 
type of specialized training. Since the specialized 
preparation is not now available it would possibly 
require several years to provide graduates for your 
openings. But in the meantime,- home economics 
graduates who have made good in college, private 
school, or private club housekeeping positions could 
with a short intensive training period in a soundly 
organized hospital housekeeping department be avail- 
able as a trained member of your hospital staff. 

Dietetics departments located in hospitals long fa- 
mous for their integrity and soundness of teaching 
standards have been perfecting intensive training 


courses for student dietitians. These student dieti- 
tian courses are designed to supplement the thor- 
ough ground preparation provided by the colleges 
through actual participation in the every day rou- 
tine of the dietetics department. The courses serve 
to test the students as individuals for administrative 
skill, dietary knowledge, ethical conduct, tact, and 
sound judgment. Real ability and personal charm 
cannot remain “hidden under a bushel” for long 
with the many severe tests and emergencies student 
dietitians are called upon to face during their train- 
ing period. 

Just as it has been necessary to establish student 
dietitian training centers to get dietitians satisfac- 
tory to the doctors and the superintendents, so also, 
will it ultimately be necessary to establish hospital 
student courses for your potential directors of hos- 
pital housekeeping departments in order to capital- 
ize to the best advantage their specialized preparation 
which you will by that time have succeeded in secur- 
ing from the colleges. 


“For a Child’s Sake” 


The Children’s Hospital of Denver dedicates the 
new Agnes Reid Tammen wing. 

Two years ago Harry Tammen wrote “For a 
Child’s Sake” to be placed over the entrance of the 
memorial wing which Mrs. Tammen gave $400,000 
to construct and endow. The wing, which, with its 
equipment, constitutes the most beautiful and com- 
plete hospital unit in the west if not in the entire 
country, is the personal gift of Mrs. Tammen to 
the Children’s Hospital association. 


President Roosevelt honored the occasion with a 
personal telegram, which read: 


Hyde Park, N. Y. 
“Mrs. Agnes Reid Tammen, 
“Children’s Hospital, 
“1056 East Nineteenth Avenue, 
“Denver. 


“On what must be for you a very happy day, 

I offer sincere congratulations. Thru your vi- 

sion, generosity and unselfish devotion provision 

has been made for the care of crippled children 

from all parts of the Rocky Mountain region. 

Many thousands of our citizens will be grateful 

to you. 

“FRANKLIN D. ROOSEVELT.” 

The first unit of the Children’s hospital containing 
twenty-five beds was dedicated Feb. 17, 1910. With 
the completion of the Agnes Reid Tammen wing 
the hospital now has a capacity of 250 beds. 

The pools and the physiotherapy unit are housed 
in the basement of the new wing. The basement 
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also houses a large and comfortable reception’ room 
for “out” patients. 

Two floors of the addition, which is entirely fire- 
proof and air conditioned throughout, are devoted 
to ward and room space. The beds are of a new type 
developed for the Henry Ford hospital in Detroit 
and allow children to play with crayons and other 
toys or read without the slightest effort. 

The large auditorium contains a stage and is 
equipped for motion picture shows. Patients will 
witness the shows without leaving their beds. 

Other features of the wing are a beautifully fur- 
nished board room, a library as part of the school 
which the hospital conducts for children who are 
able to continue their studies and a solarium. 

Sun decks where children can absorb sunshine 
while resting in wheel chairs are located on each 
floor. 

A centralized radio call system and many other 
new devices have been built into the wing. 

The new wing was dedicated with appropriate 
ceremonies Feb. 24th. Nurses and other members 
of the hospital staff, under the direction of Robert B. 
Witham, hospital manager, and Mrs. Oca Cushman, 
superintendent, showed groups of visitors through 
the new wing continuously from 2 to 6 p. m. 

They found many of the 100 extra beds which 
the wing provides for already occupied. The wait- 
ing list for admission to the hospital had been so 
long that many children had been admitted even be- 
fore the dedication and several days before the hy- 
dro-physiotherapy unit will be put into general oper- 
ation about next Sunday. 








Nursing Technique in the Delivery Rooms 
and Nurseries of the St. Louis 
Maternity Hospital 


RUTH DORAN 


Superintendent of Nurses, St. Louis Maternity Hospital, St. Louis, Missouri 


T HE St. Lours Maternity HospIitav is 
strictly a maternity hospital. 
Our ward patients are admitted through the out- 
patient department where they have been registered 
and followed for a period of several months. 


The Care of the Patient 


When the patient enters the hospital in labor, she 
is admitted first to the preparation room which ad- 
joins the delivery room. In this room is a special 
tub and shower and a cart set up for her initial care. 
Here the patient is prepared for her first pelvic 
examination. This preparation consists in cleansing 
the vulva with cotton balls saturated with bichloride 
of mercury (1-2000 solution), followed by an ex- 
ternal pitcher douche of 1000 cc. of bichloride of 
mercury (1-2000 solution), and a vaginal instilla- 
tion of 8 cc. of a 1 per cent solution of neutral 
acriflavine and glycerine. 

After this preparation and examination, orders are 
given by the doctor for the local preparation, bath, 
soap suds enema, and sterile perineal preparation as 
is indicated. The patient is then transferred to the 
ward or labor room according to the stage of labor. 

The set up of the delivery room consists of: 

(1) 
gut, hypodermic 
sterile gloves, towels, and other articles which may 


A surgical stand with tracheal catheters, cat- 
syringes, needles, medications, 
be needed ; 
(2) A basin stand with two sterile basins, one of 
1% lysol solution, and one of normal saline solution ; 
(3) A labor drum packed with the follow articles : 
(2 cord ties 
1 gauze binder 
1 gauze flat for mouth wipe 
1 wrist tape 


cord dressing with 


3 large sheets 
6 towels 
12 gauze flats 


1 tampon 

1 perineal pad 
1 turkish pad 
2 small sheets 


(4) One drum containing four sterile gowns and 


hand towels; 


(5) A preparation cart with three sterile bowls 


with cotton balls, one of sterile green soap, one bi- 
chloride of mercury (1-2000 solution) and one of 
sterile water, a pitcher of 1000 cc. of bichloride of 
mercury (1-2000 solution). 


(6) The sterile instrument table which has been 


set up by the scrub nurse (using the supplies from 
the labor drum) and has on it the following addi- 
tional articles and instruments : 


2 


1 


2 retractors 


f 


(1 with catheter 

6-ounce bottles ie 

)1 containing green soap—2 ounces 
small sheet (for draping tray at foot of table) 
towel clips 

Stille 

blunt 


pair scissors $3 
j1 


needle holder 
Peas PO mouse tooth 
)1 plain 
Allis clamps 
Rochester peans—6” 
{1 anterior 
)1 posterior 
pair Schwarz forceps 
{Martin fistula No. 2 
Martin fistula No. 4 
2 Mays No. 1 
| % Circle cutting No. 10 
(7) There is also a bassinet in each delivery room 
or the baby. 


needles 


When the patient is brought into the delivery 


room a towel is placed over her eyes and she is then 
ready for the anesthetic which the doctor admin- 
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Del:very Room 


isters. She is next placed in position. The legs are 
placed in stirrups, the buttocks are brought down 
to the edge of the upper half of the Ehrenfest de- 
livery bed, and her hands are restrained in the padded 
wristlets which are attached to the bed. The lower 
half of the bed is pulled away and draped with the 
sterile sheet which covers the instrument table. The 
baby is given care on this half of the bed immedi- 
ately after birth. The utility nurse with sterile 
gloves prepares the patient with cotton balls and the 
sterile solutions, green soap, sterile water and bi- 
chloride of mercury. She cleanses well up over the 
abdomen, out over the thighs and over the vulva. 
After this the patient is given a bichloride of mer- 
cury external douche. Next the doctor drapes the 
patient; a sterile sheet and pad are placed under- 
neath her hips, one sheet over each leg, and one 
folded sheet over the abdomen. The patient is then 
catheterized by the doctor and is ready for delivery. 


The Care of the Baby 


As soon as the baby is born the cord is clamped 
and cut, the doctor ties the cord and the baby is then 
placed in a warm sterile woolen blanket, and given 
to the utility nurse. The doctor proceeds with the 
care of the mother, and the nurse cares for the baby. 

The first procedure is the care of the eyes with 
1 per cent silver nitrate solution, followed with 

A plain gauze dressing 
A cleansing bath is then 


physiological salt solution. 
is applied over the cord. 

given with warm mineral oil, after which the baby 
is identified. This consists of placing the bead 
bracelet on the right wrist, sewing a numbered tape 
on the left wrist, and taking the baby’s footprints. 


On the footprint sheet is given the: 
3aby’s name 
Date of birth 
Mother’s name 
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Doctor, who has delivered the baby 
Time of delivery 
Sex 
Nurse, who has been responsible for care of eyes 
Tape number 
Footprints 

Nurse, who has taken the footprints 

This footprint sheet is attached to the baby’s chart. 
To further safeguard the infant’s identity a record 
book is kept in each delivery room which gives in 
addition to the above information the: 

Anesthetist 

Resuscitation, if any 

Crede 

Medications, if any given to mother 

Condition of mother when leaving delivery room. 

The baby is transferred from the delivery room to 
the nursery, usually within one half hour after birth, 
and immediately on admission to the nursery is 
weighed, temperature taken and dressed, if there is 
no contra-indication. The Nobel box is used rou- 
tinely for infants with a subnormal temperature. 

The second day after birth the baby is again given 
a complete bath with Mennen oil. This application 
is made with a cotton ball, applying the oil very 
gently over the entire body surface, in the following 
order : face, head, arms, axilla, neck, chest, abdomen, 
groin, legs and back. Rubbing of the skin is to be 
avoided. The cord stump is cleansed with a 60 per 
cent alcohol swab, and a sterile gauze binder is ap- 
plied each day until the cord is dry. The eyes are 
cleansed with 4 per cent boric acid solution as nec- 
essary. The remainder of the time the baby is in 
the hospital no bath of any kind is given. Only oil 
is used on the body, in the folds and creases of the 
skin or on any area which is irritated or dry. In 
extremely warm weather a water bath is given for 
the comfort of the baby. With each changing of the 
diaper, the buttocks are cleansed with warm water, 
or Mennen oil. The method of giving a tub bath 
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Room Adjoining Nursery 


at home is demonstrated to the mother before she 
and her baby are discharged from the hospital. The 
mother then gives the oil bath or water bath as the 
physician prefers. 


The Care of the Breasts 


Within four to six hours after delivery the breasts 
are cleansed with sterile green soap and water. 
Thereafter before and after each nursing period a 


4 per cent boric acid solution swab is used to cleanse 
the nipple and areola. Supporting breast binders 
are applied as needed. The nipples are left exposed 
to the air as much as possible. 


Nursery Regulations 


No person with a cold or an infection is permitted 
to go into the nursery. The doctors when entering 
the nursery are required to wear a gown and to wash 
their hands thoroughly before they may examine a 
baby. During the winter months they must wear 
a mask. It is essential that the doctors observe 
regulations scrupulously in order to protect the 
babies. The physicians’ outside contacts are unques- 
tionably sources of contamination of the nursery. 
The nurses also must conform to certain regulations. 
They wear masks, wash their hands before caring 
for each baby, and wear a special apron while in 
the nursery. 

Visitors are permitted to see the mother within a 
few hours after delivery, but they are never allowed 
in the mother’s room during the time the baby is 
with her. No visitors are permitted to enter the 
nursery at any time, but they may view the babies 
through the glass partition of the nursery. Since 
the above technique and regulations were instituted 
in our nurseries in 1933, we have not had an epi- 
demic of any infection. 








Carbon Arc Lamps 


In reporting a research on artificial illuminants, 
the Bureau of Standards reported that the carbon 
arc lamp gave the nearest approach to sunlight in 
spectral energy distribution of any apparatus tested. 
This statement was seized upon for sales promotion 
as an endorsement of the carbon arc lamp. 

The Bureau now reports that while the carbon arc 
is the nearest approach to sunlight, it is far from 
identical. The carbon arc lamp gives out many rays 
not present in sunlight, and while an elaborate sys- 
tem of fillers will remove some of them, no lamp on 
the market can produce a spectral energy distribution 
identical with sunlight. 

In addition, in the case of all lamps, there exists 
the hazard of fire or burns from contact with the 
housing and the possibility of the generation of dis- 
agreeable odors. 

All of these points should be carefully investigated 
before purchasing. 

From “The Technical News Bulletin,” 
National Bureau of Standards. 


The Manual on Maternity Care 

This manual has been prepared by the Council on 
Community Relations and Administrative Practice, 
through a sub-committee, of which Dr. R. C. Buerki 
is chairman. In its preparation the Council had the 
co-operation of the American College of Surgeons, 
the American Committee on Maternal Welfare, Inc., 
and other national organizations interested in ob- 
stetrical practice in our hospitals. 

It is a bound volume of 64 pages, and is a com- 
plete and authoritative guide for maternal and in- 
fant care in the obstetrical divisions of our hospitals. 

It will be sent this week to every institutional 
member, with the compliments of your Association. 
Additional copies will be available at the published 
price of $1.00 per copy. 

sot cbaaiaiecendaoh 
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Building Good Will for Your Hospital 


SAMUEL F. WORSWICK 
Oakland, California 


a Unitep STATES SUPREME Court, in a 
decision handed down some time ago, defined “good 
will” most expressively as follows: “Good will is 
the disposition of a person to return to a place where 
he has been well treated.” You can buy a man’s 
house, or his dog, or his services, but not his “good 
will.” That must be earned and merited. 

In the business world, persistent advertising, 
backed with quality merchandise and outstanding 
service, will definitely build up this priceless asset. 
Hospitals, being ethically bound not to advertise in 
the commercial sense and having no tangible mer- 
chandise to sell, have but one medium left to build 
“good will,’ outstanding service and unfailing 
courtesy. 

Unless every patient leaving your hospital does 
so with a feeling comparable to that of terminating 
a pleasant visit with a friend, and with a desire to 
return should it be necessary, some one attached to 
the hospital has failed in his or her duty, and your 
institution suffers as a result. Courtesy and con- 
sideration for the patient is not individual nor should 
it be confined to one department of the hospital ; it 
is institution-wide. The front office, the hostess in 
the reception room, and the admitting clerk may all 
contribute their part in an outstanding manner; yet 
the nurse, technician, or the elevator operator may 
easily nullify their best efforts. 


The Hospital as a Layman Sees It 


Irrespective of the professional status of both 
your institution and its staff, the patient looks upon 
the hospital through a layman’s eyes and sees its 
commercial side, dependent upon the lay public for 
its existence just as much as the druggist, the grocer, 
or the shoe merchant. 

As a layman and potential patient in your hospital, 
I will write along his line of thought. 


How Good Will Is Built 


Twenty-nine years in the field of selling afforded 
me an exceptionally fine opportunity to study em- 
ployees at work and to observe closely their attitude 
toward both the customer and their employer. So 
[ am going to direct my message to those upon whom 
you must depend for the building of your institu- 
tion’s “good will.” Your executive staff may well 
heed the message, for after all, they are the mirror 
reflecting everywhere the policies and spirit of your 
institution. Henry Ward Beecher is credited with 


once saying to his sexton: “Jim, if you see any of 
my congregation asleep,.come and wake up your 
pastor.” A statement over which we can all ponder. 
Whatever our calling may be it is essential that we 
always remember that our individual success is de- 
pendent upon the success of our employer. Only as 
he prospers can we hope to share in better working 
conditions and increased earnings. 

We have passed through the most trying period 
in the history of American business. No one has 
suffered more than voluntary hospitals. Free serv- 
ice has been sought by those who, in normal times, 
would never have considered it. Many hospitals 
have been compelled to close their doors, while bed 
occupancy in others has been reduced to an alarm- 
ingly low percentage. Have YOU, during these dis- 
tressing years, been rendering a service that builds 
“good will” so that you might merit the business: that 
is now coming back? If not, start now. 

I can see a splendid moral in the story told of the 
three stone masons, who, while engaged in their task 
of hewing stones for a new temple, were accosted 
by an interested bystander. The first one, when 
asked what he was doing, replied: “I am working 
for $8.00 a day.” The second one stated that he 
was hewing stone, while the third, similarly engaged, 
remarked: “I am building a beautiful temple.” The 
first one saw only the compensation, the second the 
labor, and the third visualized the finished product 
which he, by his craftsmanship, was assisting in 
erecting. 

If your personnel will but visualize what they can 
do to build for you an institution, the foundation 
stones of which are friendly service, sympathetic 
interests, and genuine consideration for those who 
make possible its success, you will have no need for 
worry should trying times again overtake us. Now 
is the time to set out to rebuild your business on 
just such a basis, and unless you surround yourself 
with “stone masons” who work with their hearts 
and not just with their hands, you may find that 
your neighbor, who does, is enjoying the new pros- 
perity. 


The Place of the Personnel in Building Good Will 


Why not begin our investigation in the front of- 
fice? We get our first, and often our most lasting, 
impression from the atmosphere there. Is yours 
one of graciousness, sympathy, understanding, and 
intelligent service? Just what sort of a host do we 
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find when we visit you? Do you receive us and 
treat us as you would one of your close personal 
friends? Your dearest friend was once a perfect 
stranger, just as your most enthusiastic “booster” 
was at one time unknown to your institution. The 
word of mouth advertising he has given you cannot 
be purchased. Most patients are referred to your 
hospitals by physicians or former patients, providing 
you deserve their recommendation. Yet, one in- 
different, discourteous employee in the front office 
may destroy all the good which the rest of the staff 
may accomplish. Watch the front office carefully ; 
the impression made there, if highly favorable, will 
offset much of what the patient may consider neglect 
or indifference on the part of your operative staff. 

The superintendent of a large hospital who takes 
a justifiable pride in the personality of his staff 
overheard the following conversation between his 
admitting nurse and a visitor: 

Visitor: “I would like to see Dr. Blank.” 

Nurse (on telephone to house exchange): “Tell 
Dr. Blank there is a woman in the lobby to see him.” 


Then, with a casual wave of her hand, directed 
her: “Go over there and sit down.” 

This unpardonable indifference not only cost this 
nurse her position, but prompted the superintendent 
to call the visitor into his office to offer his apology. 
An admitting nurse fully sensing the courtesy due a 
visitor would first have ascertained her name, ad- 
vised the office that Mrs. Brown desired to see Dr. 
Blank, and then invited her, or better still, escorted 
her to a seat. This would have saved much em- 
barrassment and contributed so much to the institu- 
tion’s “good will.” 

The vital point of contact—the admitting nurse— 
can, by a thoroughly interested explanation of the 
service you are prepared to render and of the ex- 
pense involved in hospitalization, eliminate a great 
many complaints which normally arise because of a 
lack of understanding, by the patient, of what he is 
to receive for the fee named. 


Selling Your Hospital to Its Patients 


Your first job of “selling” your institution is right 
in the front office, and it must be well done, or it 
is problematical if the prospective patient ever goes 
further, remembering always that visiting relatives 
and friends are “publicity agents” without salary and 
of untold value, if favorably disposed toward you. 

Recently, while waiting to discuss a_ training 
course with the superintendent of a large hospital, 
I overheard the following: A visitor called to in- 
quire of a very dear friend with a request to see 
him. It was found that the physician had instructed 
that no one be permitted to see the patient and the 
visitor was so informed. He asked if it would not 


be possible to see him just long enough to clasp his 
hand and give him a word of encouragement, ex- 
pressing the belief that it would do no harm, but 
rather would act as a tonic for him. At this junc- 
ture, a lady evidently with authority stepped up and 
very curtly remarked: “The doctor says you can't 
see him, so that’s that.” Crestfallen and disappointed 
he departed. As I watched him go to his car, these 
thoughts came to me: What is he thinking of this 
institution? Will he recommend it to his friends? 
Would he bring his wife or child here? Though 
the offending person was justified and entirely 
right in adhering to the physician’s wishes, the 
cold, harsh method used in doing so was all wrong. 
Had the employee desired to merit the “good 
will” of that visitor, the explanation would have 
been made in a sincere, friendly manner, his name 
and telephone number obtained, and assurance given 
him that as soon as visitors were permitted he would 
be promptly advised. 

Yours is a difficult position, calling for a different 
type of personality from that in any other business. 
Your customers (patients) are so different. This 
is a new experience to them. They are mentally and 
physically ill, nervous, worried, irritable, often ob- 
sessed with fear; they are not their normal selves 
and you must keep this foremost in your mind at all 
times. 

Pain, distress, illness are daily routine with you. 
Your working hours are spent surrounded by them, 
and unless you are careful, you may appear cold, 
indifferent, unsympathetic, even heartless. Irving 
Cobb once accused interns and hospital attendants 
as “individuals wearing expressions that stamp them 
as persons who had suffered a late bereavement.” 

I would like to again illustrate my point. A gen- 
tleman who had suffered a shoulder injury in an 
accident was taken to the hospital for examination. 
While in the emergency ward, awaiting an x-ray, he 
was pacing the floor in great pain. Finally the nurse 
in attendance curtly admonished him: “Go over 
there and sit down. You make me nervous.” Did 
that contribute toward “good will” or ease his pain? 
Oh, how the average patient craves a little reassur- 
ance, a kindly, sympathetic word or an encouraging 
smile. Such friendly interest is to be found, and 
those institutions that are religiously insisting upon 
it are showing a much higher bed occupancy than 
those which apparently fail to sense its value. 

Were I a hospital superintendent, or a responsible 
department head, I would spend every available mo- 
ment in close touch with those under my supervision. 
I would carefully observe the conduct of every em- 
ployee, counsel with them in a friendly, constructive 
manner, and those whom I sensed were consistently 
failing to fulfill their obligation to the patient, rela- 
tive, or friend would be considered the “weak link”’ 
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in my chain and for “safety’s sake” removed. The 
conduct of one employee may influence the patient’s 
opinion of your entire organization. 

How do you appraise the stores where you trade? 
By the salespeople, of course. You will go out of 
your way to patronize some stores, others you pass 
by. Think it over. Is it the store, its policies, mer- 
chandise or prices, or because of the treatment ac- 
corded you there? Analyze your reasons and you 
will unquestionably find that some one sales person, 
among the many is responsible for your feelings. 


The Employee’s Inventory of Himself 


Every employee should periodically take an inven- 
tory of himself. It will prove a splendid thing. Try 
it. Be super-critical and honest with yourself. 
Carefully catalog those traits of character which you 
can rightly call “assets,” and then search out your 
“liabilities.” We all possess both. Weigh the one 
against the other and then frankly ask yourself this 
simple but practical question: “Am I the one I 
would employ?” Your fair answer to this will be 
of inestimable value to you, provided that you will 
determine upon a course that will transform those 
liabilities into assets. 


Standards of Eligibility for Care in 
Charitable Clinics in Chicago 


This rigid investigation may unfold to you the 
startling fact that you are not doing the thing for 
which you are best fitted. Our happiness in life 
must, in a very large measure, come from our work. 
It is there that we spend the major portion of our 
waking hours, and you just cannot be happy unless 
you are doing the thing you thoroughly enjoy. So, 
of all people, you should love the work you are do- 
ing, be happy in it, or seek another vocation. 

If, by chance, your unhappiness is due to a lack 
of accord with your employer, resign at once. You 
are not fair to yourself, nor can you be honest or 
loyal to him unless you are in complete harmony with 
his policies, in sympathy with his program, and per- 
sonally interested in the welfare of his institution. 

Pages could be written in presenting this vitally 
important subject, “Building Good Will for Your 
Hospital.” I leave just these few pertinent thoughts 
with you for your serious consideration, trusting 
that from them you will get a thought that may be 


of some value. If it but starts you thinking along: 


the line of what you can contribute toward the suc- 
cess of your hospital and how you can raise the 
standards of your profession, you will be the one 
who profits in the long run. 


ALEXANDER ROPCHAN 


(>. Jury 12, 1935, the Clinic Section of the 
Council of Social Agencies of Chicago adopted a 
statement of Principles, Standards, and Procedures 
Regarding Eligibility for Care in Charitable Clinics. 
This statement represented another cooperative ven- 
ture of Chicago’s clinics—the first on this subject. 
Recognition by clinic administrators of the need for 
thoughtfully considered standards preceded this step. 
Concern on the part of the organized medical pro- 
fession gave it a timely stimulus. Inadequacy of 
Chicago’s clinic facilities (without important munici- 
pal facilities for general medical cases) emphasized 
the importance of extending clinic services to the 
medically indigent group. 

The Clinic Section studied admitting problems. 
Functions, activities, qualifications, and salaries of 
admitting officers in several clinics were analyzed. 
It scanned literature on the subject and solicited 
opinions of persons in other parts of the country. 
An advisory committee of experts on family budgets 
prepared minimum budgets for families of varying 
size with detailed schedules of items entering into 
each budget. 


The statement as adopted by the Clinic Section, 

July 12, 1935, is summarized as follows: 
Functions of Charitable Clinics 

A clinic is a medical institution. It concentrates 
the coordinated services of physician, nurse, medical 
social worker, and technician towards the rehabilita- 
tion of patients needing these services. Physicians 
provide essential medical services in charitable clinics 
generally without receiving any financial reimburse- 
ment for their services. 

Patients in this group have economic and social 
problems such as unemployment, inadequate income, 
poor housing, and overcrowding which complicate 
medical care and which often preclude successful 
treatment of disabilities unless the economic and 
social problems are remedied. 

The coordinated medical services of the clinic, its 
affiliation with a hospital, and the services of the 
medical social worker which it provides are espe- 
cially significant in rendering to the patient in this 
group a service as nearly comparable as possible to 
that which the physician obtains for his private 
patient. 
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Principles 

Clinic service provided by charitable clinics 

should be for those persons in the community 

who are unable to pay the cost of needed medi- 
cal service. 

Eligibility for medical care in a clinic should 

depend upon the nature of the medical needs 

of the patient and his ability to pay for that 
service. 

The ability of a patient to pay for needed 

medical care should be determined after con- 

sideration of the following factors: 

1. Medical requirements of the individual 
patient including probable cost of needed 
medical care 
Earnings of family 
Size of family 
Reasonable standard of living 
Property, such as savings, home insurance, 
car 

6. Obligations, such as rent, debts, support of 
others 

7. Obligations for previous medical services 
When there is doubt as to eligibility of ap- 
plicant for clinic care the judgment of a compe- 
tent physician as to the nature of the patient’s 
disease or condition and the probable duration 
of treatment required should be the basis of 
estimating the cost of needed care to the 
patient. 

The judgment of a person qualified by training 

and experience to ascertain and evaluate social 

factors should be the basis for deciding eligi- 
bility for clinic care from the economic point 
of view. 


Standards 


Economic eligibility should be determined by ap- 
plication of standard budgets as guides to the ability 
to pay for the care needed. The following budgets 
representing a minimum standard of living (in Chi- 
cago at the beginning of 1935) should be used as 
guides : 


Estimated 
Minimum 
Monthly 
, : ee Budgets 
Working woman living alone 
Working man living alone 
Family of two—man working 
Family of three—man, woman, and infant 
—man working 
Family of five—man, woman, and three chil- 
dren, age three, five, and thirteen years 
—man working 


More than one wage earner—Where there is more 
than one wage earner, the amount of earnings of 


other wage earners to be included in the family in- 
come should be calculated as follows: 

a. Other members of the family whose earnings 
are less than $9.00 per week: add 50 per cent 
of earnings to family income but allow at 
least $2.50 of such earnings to the individual 
where earnings are less than $5.00 per week. 
Other members of family whose earnings are 
$9.00 per week or more: add 60 per cent of 
earnings to family income but allow at least 
$4.50 per week to the individual where earn- 
ings are between $9.00 and $11.25 per week. 

Clinic admitting personnel—The admitting officer 
should be a professional medical social worker or 
a registered nurse. If a medical social worker, her 
qualifications should include at least one year of 
graduate training in a recognized school of social | 
work including courses in the theory and practice 
of medical social work and supervised field experi- 
ence. 

If a registered nurse, her qualifications should in- 
clude at least one year of supervised experience in 
a well organized public health nursing agency, a 
public health nursing course endorsed by the 
N.O.P.H.N., and training or experience in clinic 
nursing or administration. 

The admitting officer should possess executive 
ability to work under pressure, make quick decisions, 
and appraise clinic policies on the basis of observation 
in the admitting office. She should possess a real 
interest in human beings. She should have tact and 
skill in interviewing and in professional relationships 
with physicians, social agencies, and others. She 
should have the business ability to evaluate and 
verify financial data. 

Size of admitting office staff—Sufficient trained 
admitting officers should be provided to permit ade- 
quate interviews of new applicants and re-interviews 
of old patients. 


Procedures 

Certain uniform procedures should be developed 

in admitting units of clinics, such as: 

1. Minimum uniform essential economic and 
social data concerning each applicant should 
be recorded by all clinics. This data may or 
may not be filed with the patient’s history.® 
The admitting officer should ascertain whether 
or not the private physician is willing to care 
for applicant in all cases where applicant has 
within the year been under a private physician’s 
care. If applicant is otherwise eligible, he 
should not be denied clinic care if he prefers 
such care. 

Patients under clinic care should be reinter- 
viewed at regular intervals. Three or six 
month intervals are suggested. 
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Study of Costs of Operation of Electrical 
Apparatus in Daily Use in Hospital 


By S. R. D. HEWITT, M.B. 
Superintendent, Saint John General Hospital, Saint John, N. B. 


; on TWELVE MONTHS AGO, following a 
conference between the Chief Engineer, the Elec- 
trician, the Assistant Superintendent, and myself, 
anent the cost of our electrical current, it was de- 
cided to make a study of the cost of current for the 
various pieces of electrical apparatus in daily use. 

Obviously this took several months, as it was 
necessary to check our previous observations, due 
to the variability of use of some of the pieces, 
notably the compressor in our refrigeration plant, 
which operates for a greater number of hours out 
of the twenty-four in the summer than in the winter. 

Altogether, the electric current cost was studied 
on approximately 209 pieces of electrical equipment 
of various sorts, these varying from simple electric 
iron of 5.5 amperes, used in the laundry, to a 40 
horse power motor. 

The actual studies. were made by our electrician, 
F. E. Cameron, and to him goes the credit for the 
material of this paper. 

I may say, too, that the studies were based upon 
our current cost of two cents per kilowatt hour. 

Consolidated, our electrical apparatus may be 
listed as follows: 


Electrical Apparatus 


30 Single Plate Stoves 

6 Double Plate Stoves 

7 Large Stoves 
Immersion Heaters and Cords 
Medical Lamp Bakers 
Electric Irons 
Electric Motors 
Warming Pads 
Steam Croup Kettles 
4-Slice Toasters 
8-Slice Toasters 
2-Slice Toasters 
Sewing Machines 
Electric Coffee Percolators 
Food Carts 
Electric Water Urns. 


It may be said that every single plate stove was 
not studied but typical single plates in various sec- 
tions of the hospital were. This we considered gave 
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us a very excellent and accurate idea of what we 
were trying to learn, while in all instances those 
selected for study were the ones having the greatest 
use; in other words, where the consumption of cur- 
rent was the highest. 

Prior to the commencement of this study it was 
our general consensus of opinion that by discontinu- 
ing the operation of one of our two passenger ele- 
vators for specified times on specified days, i.e., on 
those days when ward visiting was not applicabl& 
we would reduce our electrical costs quite consider- 
ably. This ultimately proved to be a myth, as no 
such saving could possibly be made. 

In this article it is not the intention to detail the 
study of every piece of apparatus or equipment, as 
that would likely take a good part of the space in 
the monthly journal. 

Details of many pieces are now quoted herewith, 
and if anyone is sufficiently interested we will be 
glad to go into these items further. 

The hospital has eight patient floors in the main 
building, and forty beds in the contagious disease 
hospital on the grounds. Total capacity of hospital, 
384 beds (includes 40 bassinets). Average patient 
days per year, 88,000. 


Mixer—Cake Pantry. 1 H.P. Motor 


Day Hour Date Month Reading K.W.H. Cost 
Wed. 10:30 26 June 7381 
Wed. 10 :30 3 July 7384 3 $0.06 
This is for 7 days. This mixer does the bulk of the 
kitchen work. 
Mixer—Main Kitchen. I H.P. Motor 
Day Hour Date Month Reading K.W.H. Cost 
4:30 17 April 2 
4:30 24 April 844 2 .04 
This mixer used only occasionally. 


Food Cart—450 Watt 
Day Hour Date Month Reading K.W.H. Cost 
Wed. 2:00 pm. 3 July 7384 
Wed. 2:00 pm. 10 July 7412 28 56 
This is a typical food conveyor with compartments for 
containing and heating dishes. This is at 2 hours per day, 
11 a.m. to 12 a.m., and 4 p.m. to 5 p.m. for 7 days. One 
food cart only. There are 7 of these hooked up in 
kitchen for 2 hours each; also these same 7 are hooked 
up for 1 hour a day in serving pantries. 
Total cost for all food carts for 1 week—$6.16. 
Single Plate Stove—110 Volts, Cooking Laboratory 
Hour Date Month Reading K.W.H. Cost 
. 4:30 10 July 7412 
Wed. 4:30 17 July 7435 23 46 
This is 1 stove for 2 hours daily. 
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Cafeteria Toaster, 4-Slice, Automatic; 
Nurses’ Dining Room 
Day Hour Date Month Reading K.W.H. Cost 
Sat. 11:00 am. 13 July 8207 
Sat. 11:00 am. 20 July 8251 aor 88 
For 7 days. 


Toaster, 8-Slice, 5500 Watt, Automatic 
Day Hour Date Month Reading K.W.H. Cost 
Mon. 2:00 p.m. 22 July 8251 
Mon. 2:00 p.m. 29 July 8291 40 80 
For 7 days. Serves an average of 100 patients daily. 


Single Plate Stove—110 Volts, Serving Pantry, 2nd Floor 
Day Hour Date Month Reading K.W.H. Cost 

Thurs. 1:30 p.m. 18 July 3208 

Thurs. 1:30 pm. 25 July 3230 22 44 
For 7 days. 


Single Plate Stove—110 Volts, Utility Room 
Day Hour Date Month omer K.W.H. Cost 
Wed. 1:00 p.m. 26 June 117 
Wed. 1:00 pm. 3 July 3164 47 94 
This is for 7 days. 


Single Plate Stove—110 Volts; Serving Pantry, 8th Floor 
Day Hour Date Month Reading K.W.H. Cost 

Wed. 4:30 10 July 3187 

Wed. 4:30 17 July 3206 19 38 
Floor has 40 beds. Cost is for 7 days. 


Double Plate Stove—220 Volts; Lay Staff Dining Room 
Day Hour Date Month Reading K.W.H. Cost 

Fri. 11:00 5 July 8132 

Fri. 11:00 12 July 8207 1.50 
For 7 days. 


Fruit Juice Extractor, Diet Kitchen—¥g4 H.P. Motor 
Day Hour Date Month Reading K.W.H. Cost 
Thurs. 3:00 25 July 1714% 
Thurs. 3:00 1 August 1715 y, 01 
In very active use. 


Ice Cream Machine—2 H.P. 

Hour Date Month Reading K.W.H. Cost 

4:00 1 June 5045 

4:00 8 June 5056 11 22 
Used twice a week. Makes ice cream for staff and 

patients. 
Bacon Slicer—¥4 H.P. 

Hour Date Month Reading K.W.H. Cost 

4:00 1 June 1113 

4:00 8 June 1114 1 02 
Cuts all bacon for staff and patients. 


Potato Peeler—!4 H.P. 
Hour Date Month Reading K.W.H. Cost 
4:30 21 May 1111 
4:30 28 May 1113 2 .04 
All potatoes peeled by this equipment. 


Ventilating Fan—7%4 H. P.; Ventilates Main Kitchen 
Hour Date Month Reading K.W.H. Cost 
4:30 4 May 4025 
4:30 11 May 4250 225 4.50 
For 7 days. 
No. 1 Dumb Waiter, from Main Kitchen to All Serving 
Rooms—8 Floors—2 H.P. 
Hour Date Month Reading K.W.H. Cost 
4:30 11 May 1080 
4:30 18 May 1102 22 44 
One week—7 days. 


No. 2 Dumb Waiter—2 H.P.—Same Service as No. 1 
Hour Date Month Reading K.W.H. Cost 
4:30 11 May 6860 
4:30 18 May 6871 11 22 
Seven days. 


Service Elevator—35 H.P. 
Hour Date Month Reading K.W.H. Cost 
4:30 13 May 4304 
4:30 20 May 4803 499 9.98 
From basement to 8th floor, all servicing purposes, linen, 
food, sub-staff, etc. 


Stove, 75 Ampere, Diet Kitchen 
Hour Date Month Reading K.W.H. 
4:30 17 April 3526 
4:30 24 April 3907 381 
In very active use. 


No. 1 Range—70 Ampere—Main Kitchen 
Date Month oe K.W.H. 


April 
9 April 5835 425 


No. 2 Range—70 Ampere—Main Kitchen 
Date Month Reading K.W.H. 
2 ~~ April 2657 
9 ~~ April 3310 653 


Kitchen Baking Oven—28 Amperes 
Hour Date Month Reading K.W.H. 
5:00 pm. 2 April 340 
9 ~~ April 722 382 7.64 


One week. 


Floor Waxing Machine—¥4 H.P.—110 Volts 

Day Hour Date Month Reading K.W.H. Cost 
Thurs. 7:00 a.m. 27 June 1697 
Thurs. 9:00 a.m. 27 June 169814 1y% .03 

Three cents is two hours’ cost on 1 machine. No. 1 
machine ran 2414 hours, No. 2 machine ran 26 hours, for 
a total of 50% hours in 7 days. Cost—7534 cents for 
2 machines per week. 


Electric Iron, Laundry—500 Watts 
Day Hour Date Month Reading K.W.H. Cost 
Thurs. 2:30 27 June 169814 
Thurs. 2:30 4 July 1707% 9 18 
This is the cost of 1 iron for one week. Seven irons cost 
$1.08 per week. 
Flat Work Ironer—5 H.P. 
Hour Date Month Reading K.W.H. Cost 
7:00 a.m. 30 March 325 
5:00 p.m. 30 March 330 
500 pm. 1 April 335 
5:00 pm. 2 April 340 15 30 
Ironer studied on hourly basis. Total hours studied, 13 
hours, 45 minutes. Cost per hour, .022 cents. 


No. 1 Extractor—3 H.P.—Laundry 
Hour Date Month Reading K.W.H. Cost 
7:00 am. 23 March 286 
5:00 p.m. 26 March 299 13 .26 
This study over a three-day period, total running hours, 11. 
Cost per hour, .021 cents. Monday showed the heaviest cost, 
Saturday the lightest. 


No. 1 Washer—5 H.P.—Laundry 
Hour Date Month Reading K.W.H. Cost 
: 27 March 
27 March 308 
28 March 316 
29 March 325 26 52 
Washer studied on hourly basis. Total hours. studied, 
8 hours, 10 minutes. Cost per hour, .063 cents. 


Total Consumption of Laundry 
Hour Date Month — K.W.H. Cost 
5:00 p.m. 23 March 2118 
5:00 p.m. 30 March 2561 443 8.86 


Total for 7-day week. 


Dish Washers—¥4 H.P. and 1 H.P. 
Date Month Reading K.W.H. Cost 
10 April 64 
12 April 788 
17 April 842 78 1.56 
One week of 7 days. 


Broiler, Kitchen—10 Kilowatts 
Hour Date Month Reading K.W.H. Cost 
4:00 p.m. 10 April 3377 
4:30 p.m. 12 April 3432 
4:30 p.m. 17 April 3526 149 2.98 
For 1 week of 7 days. 
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Baker, Cake Pantry—75 Amperes 
Hour Date Month Reading K.W.H. Cost 
4:00 pm. 10 April 5918 
4:30 p.m. 12 April 6025 
4:30 pm. 17 April 6312 394 7.88 


Ice Crusher—Basement—'4 H.P. 
Hour Date Month Reading K.W.H. Cost 
11:00 a.m. 10 June 1114 
11:00 am. 17 June 1114% y, 01 


Stores Freight Elevator 
Hour Date Month Reading K.W.H. Cost 
2:30 p.m. 23 May 4940 
2:30 p.m. 30 May 5031 91 1.82 
Total, 1 week of 7 days. 
Passenger Elevator No. 1—35 Horse Power 
Date 6:30 a.m. 1 p. m. 5pm. 10:30p.m. 
os 4 23 45 
54 86 116 138 
145 178 209 223 
231 264 282 305 
320 352 373 408 
416 453 472 494 
506 547 558 579 
4 592 624 ae ; 
Total consumption, 629 K.W.H. Cost, $12.40. 


Passenger Elevator No. 2—35 Horse Power 

abe 3389 3406 3438 
3459 3480 3507 3521 
3536 3567 3597 3613 
3629 3651 3667 3694 
3708 3731 3769 3784 
3802 3849 3867 3889 
3891 3928 3938 3960 

4 3973 4002 eas wes 

Total consumption, 613 K.W.H. Cost, $12.26. 
Daily Consumption on Elevator No. 2 


Total for 
Date 6:30to1l 1to5 5to 10:30 10:30to6 24 hours 
34 64 42 $ 1.40 


54 ‘ : 1.54 
‘ 1.86 

1.58 

1.88 

1.78 

1.64 

58 


$12.26 
Operating Room Fan, 10th Floor—3 Horse Power 
Date Time Reading K.W.H. Cost 
May 3 4:30 p.m. 1062 Re a 
May 10 4:30 p.m. 1077 15 30 
For 1 week of 7 days. This motor runs on an average 
of 2% to 3 hours daily. 
Toilet Fan, 10th Floor—5 Horse Power 
May 3 4:30 p.m. 6546 Se iat 
May 10 4:30 p.m. 6821 275 $5.50 
; This is for a 7 day week. This fan runs from 7 a.m. to 
p.m. 
Drinking Fountain Pump—2 Horse Power 
Apr. 25 4:30 p.m. 844 aay ddhrs 
May 2 4:30 p.m. 1037 193 $3.86 
For 1 week—7 days. 
Return Pump or Vacuum—3 Horse Power 
Apr. 26 12 a.m. 6325 
Apr. 26 4:30 p.m. 6333 eal nee 
May 2 4:30 p.m. 6512 187 $3.74 
For a 7 day week. 
Stokers 
Note: No. 1 Stoker is Iron Fireman, and No. 2, Detroit 
Stoker. 
Cost 
Date Time Reading Time run K.W.H. per Week 
Mar. 23 1 p.m. 4658 ess sais ny Fee 
Mar. 30 1 p.m. 5267 168 hrs. 609 $12.18 
These are readings obtained on total consumption of 
Stokers, from March 23 to March 30, with No. 1 Stoker 
5. Horse Power, and No. 2 Stoker 4% Horse Power run- 
ning. 
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Total consumption in Kilowatt Hours for 7 days, 609 
K.W.H.—$12.18. 
Average hourly cost, .072c.—Average daily cost, $1.74. 


Compressor Motor 

Readings taken Mar. 4 to Mar. 11, total 1411 Kilowatt 
Hours. Cost, $28.22. 

Hourly readings taken Mar. 4 to Mar. 9—5 days. 

Hours in 5 days run by motor, 71 

Hours in 5 days down by motor, 49. 

Average cost per hour based on 5 days hourly readings 
is .28 58/71. 

Average cost per hour for 24 hours, Mar. 4 to 5, i 
.28 6/7. 

Average cost per hour for 24 hours, Mar. 5 to 6, i 
.29 1/7. 

Average cost per hour for 24 hours, Mar. 6 to 7 
.27 12/15. 

Average cost per hour for 24 hours, Mar. 7 to 8 
30 2/7. 

Average cost per hour for 24 hours, Mar. 8 to 9 
.28 2/7. 


Remarks: 

This is a Westinghouse 40 Horse Power Motor with a 
nameplate reading of 125 amperes; when running it registered 
45 amperes on Suction, 70 amperes on Compression stroke, 
while 250 amperes for 20 seconds at starting. This shows 
that only at start is motor loaded, and therefore is drawing 
only what a 25 H. P. would when running. The amperage 
of this motor will in summer increase so this can only be 
taken as a fair winter reading. 


Sewing Machine, Linen Room—¥% Horse Power 


Day Hour Date Month Reading K.W.H. Cost 

Thurs. 2:45 p.m. 4 July 1707% rs ae 

Thurs. 2:45 p.m. 11 July 1711 3% ~=«07 
For 1 week of 7 days. Large sewing machine. 


Sewing Machine, Linen Room—1/30 Horse Power 


Thurs. 2:45 p.m. 18 July 1713 ee a 
Thurs. 2:45 p.m. 25 July 1714% 14 ~=«.03 
Newest machine with small motor. For 7 days. 


Re Stokers: 

I may say our boilers are 135 horse power, and 
are set to blow off at 103 pounds. During the winter 
season we operate three of these boilers, on frequent 
occasions they are hard pressed to carry the load. 


Re Compressor: 

The Compressor takes care of our refrigeration in 
the entire building, as well as being used in the manu- 
facture of ice, from 1000 to 2000 pounds per day. 
The system is carbon dioxide. The refrigeration sys- 
tem is quite extensive, and adequate, our meat re- 
frigerator, for example, being carried at a tempera- 
ture of 30 to 32 degrees, and the average for the re- 
maining refrigerators being about 37 degrees. 

These details are mentioned solely to give an idea 
of the load carried. 

This article is, perhaps, unfortunately very exten- 
sive, and when we began our study we did not have 
any idea of publishing it. As time went on the knowl- 
edge gained became very interesting, and it seemed 
reasonable to us that others might consider it worth 
reading. 

We have purposely left out a very considerable 
amount of detail, for the purpose of restricting the 
length, and in a few instances, such as the passenger 
elevators, we have given continuous readings so as 
to provide an idea of the daily operative cost. We 
are not incorporating any studies which we have 
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made on our lighting system, as they obviously would 
indeed provide a very cumbersome paper. 

We believe, in this hospital, in studying our various 
activities in the same way as we have studied our 
electrical current consumption. We are then deal- 
ing with facts, and not conjecture. For example, 
at the commencement of this article it is pointed out 
that we expected, by discontinuing the operation of 
one of our two passenger elevators for short periods 
during the week, we would save about $10.00 a week, 
or $500.00 a year, by that maneuver. Actually, eleva- 
tor No. 2, with which we were going to save the 
$10.00, costs $12.26 a week for current. The number 
of running hours which we would have saved had we 
carried out our ideas prior to this study would, in 
the light of the present information, have been so 


few as to make the actual saving in dollars and cents 
insignificant, and unjustified from the elevator service 
standpoint. 

‘Many explanatory notes might have been included 
in this article. These have been studiously avoided, 
as it is not considered they would be helpful to any- 
one but ourselves, as they are applicable only to the 
particular problems we have in our hospital, and 
consequently would not help an electrical problem 
elsewhere. 

Finally, we consider that this study has more than 
justified itself, and we are frank to say that we are 
making satisfactory headway in maintaining effi- 
ciency, and at the same time reducing our electrical 
current outlay, which has been as high as approxi- 
mately $15,000.00 a year. 


Our Hospital Service 


“Outstanding facts,’ says the Journal of the 
American Medical Association, “show that there 
are fewer hospitals with increased bed capacity and 
an increased bed occupancy than in the preceding 
year.” 

Six thousand two hundred and forty-six hospitals 
have 1,076,350 beds, and 53,310 bassinets. They ad- 
mitted a total of 7,709,942 patients, a gain of more 
than one-half million admissions over 1935. One 
person out of every fifteen of our population was a 
hospital patient during the reported year. The aver- 
age daily census of all hospitals was 876,689, a gain 
of 46,591. 

General hospitals, the vast majority of which are 
voluntary, and non-tax supported, admitted 6,867,- 
870 patients, or 89.07 per cent of the total of 7,709,- 
942 admissions in all hospitals. 

Particularly significant was the census of hospital 
births. The number of hospital babies during the 
year was 769,660, an increase of 68,517 over 1934. 
More significant is the fact that out of a total of 
53,310 bassinets in all hospitals, 44,893 are in non- 
governmental institutions. 

The role that the non-governmental hospitals take 
in the care of all classes of patients is emphasized 
in the fact that 2,640 non-profit hospitals admitted 
a total of 4,477,515 patients, while the institutions 
operated for profit admitted 946,587, and the tax- 
supported institutions 2,285,840. 

Four thousand six hundred and ninety-eight hos- 
pitals have their own roentgen-ray laboratories ; 
4,364 have their own clinical laboratories, 2,749 have 
clinical laboratories, 2,476 have out-patient depart- 
ments, and 717 own and operate their own ambu- 
lances. 

General hospitals had a bed occupancy of 64.3 per 
cent in 1935 against 59.9 in 1934. Nervous and 
Mental hospitals had an occupancy of 95.8 per cent 
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against 95.1; tuberculosis hospitals 85.4; maternity 
53.3; children’s 63.9, and orthopedic 78.3. Govern- 
mental hospitals had a 91.1 per cent occupancy ; vol- 
untary 62, and proprietary 50.7 per cent. The idle 
beds in governmental hospitals averaged 66,823, in 
voluntary hospitals 144,880. Convalescent and rest 
hospitals numbered but 135, with 6,233 beds admit- 
ting 28,218 patients, and an average of 4,437 pa- 
tients. This phase of hospital service is the weak 
link in the hospital system in this country. Con- 
valescent hospitals give a care to the patient that is 
just as important, in a better environment, and 
usually under more beneficial conditions, than gen- 
eral hospitals can or do give. 

Our nursing schools are reduced in number, and 
total 1,476, 1,444 of which are approved by State 
Boards of Nursing Examiners. 

It is interesting to note that the survey shows that 
there are 758 non-governmental hospitals with bed 
capacities of twenty-five or under, 1,203 with from 
25 to 50 beds, 713 with fifty to seventy-five beds, 
and 422 of seventy-five to one hundred beds. A total 
of 3,207 hospitals with one hundred beds or less. 
During 1935 new hospital construction added 28,249 
beds to the already large total—this was equivalent 
to a complete seventy-seven bed hospital for every 
day in the year, as compared to an average new con- 
struction of the equivalent of a sixty-six bed hos- 
pital for every day of the past twenty-six years. 

The growth of the out-patient service in hospitals 
is significant. The 2,476 hospitals reporting an or- 
ganized out-patient service cared for 9,712,862 pa- 
tients who made 35,588,640 visits to these depart- 
ments. 

Hospitats is greatly indebted to the Journal of 
the American Medical Association for placing this 
information at our disposal, and permitting us to 
excerpt it. 
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The Hospital Laundry 


Z.. MOST IMPORTANT ITEM in a_ hospital 
laundry is the person who is in charge. He must 
be competent and able to handle his personnel. It is 
poor policy to depend entirely on cheap labor and 
poor supervision, in order to maintain a low cost of 
operation. The loss will come from the destruction 
of textiles by improper washing and this usually ex- 
ceeds the savings made in operation. 

The question often arises whether or not it pays 
a hospital to do its own laundry. This cannot be 
answered without considerable thought. Many fac- 
tors enter into the picture. The size of the hospital, 
whether or not it is already operating a laundry, 
and the condition of equipment. Certainly a small 
hospital should go very carefully into the question 
of the capital expenditures necessary for machinery, 
the availability of proper buildings, the capacity of 
its steam plant, etc., and compare these costs with 
quotations for an average amount of laundry done 
by a reliable commercial laundry. 

The commercial laundry must make a reasonable 
profit on the work done. The hospital must care- 
fully check the life of textiles sent to a commercial 
laundry. How much of the cost is due to delivery 
service? How much more would the hospital have 
to increase its linen supply? These gnd many other 
questions must be solved and again it is all up to the 
individual hospitals to decide which is going to be 
the most economical. 


Cost of Laundry per Pound 


1 £/10 cents per Ib. 
3 cents per Ib. 


Average general hospital : 
Average commercial laundry : 

These costs do not include the cost of steam, wa- 
ter, electricity, depreciation of equipment, etc. 


Efficiency and Methods of Linen Control 


(a) Hospital Laundry: The hospital laundry, be- 
ing located in a logical accessible place, and adjacent 
to or close by the linen room, gives a continuity of 
linen service. Under proper working conditions, all 
of the linen is on the premises, and with inventories, 
etc., can be kept track of at all times. Check-ups can 
be made on the life of textiles, and whatever system 
of distribution of linen is in effect can be tested for 
its efficiency. 

(b) In dealing with a commercial laundry, the 
hospital linen, of course, would bear the hospital 
markings, but it leaves the premises, and thus is sub- 
jected to delivery times, the routine of laundry work- 
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ers not under hospital supervision, the laundering 
processes not under hospital control. The life of 
textiles is jeopardized by strong bleaches, etc. 
There can hardly be any doubt as to which is the 
most convenient method of control of linen—that is 
by the hospital doing its own laundry. 


Functions of the Head of the Laundry 


The duties of a laundry foreman are many. He is 
responsible for the collection, delivery, sorting, etc., 
of linen. He must have a working knowledge of 
chemistry. He must be thoroughly experienced in 
washing methods, and the removal of stains from 
linen. He must be responsible for the proper reports 
to the administrative officer of the hospital. He must 
be a good judge of personnel and be able to teach 
the people under him their respective duties. He 
must be able to supervise all types of workers, and 
plan their routine, so that there is no waste effort on 
their part. He must see that the laundry is kept 
clean, and he must be constantly on the alert to de- 
tect machinery defects. He must be of a mechani- 
cal trend, and work in close cooperation with the 
hospital engineer. He must be proud of the type 
of work the laundry turns out. He must always have 
in mind that the patients’ comfort depends upon the 
work for which he is responsible. He must always 
realize that efficient production is the greatest pos- 
sible output of the highest quality for the lowest 
possible cost. 


Duties of Laundry Personnel 


All of the various duties should be outlined by 
the foreman, and every employee carefully instructed 
in his particular job. Collection of soiled linen 
should be on a schedule. Linen received in the 
laundry should be properly sorted. The employees 
who do the sorting should be responsible for the 
proper separation of textiles into groups for han- 
dling in the washers. Experience is necessary to 
eliminate damage due to shrinking, running of 
colors, fading, and permanent damage to silk, rayon, 
and woolen articles. Weighing of laundry in and 
out. 

The selection of personnel should be done with 
great care on the part of the foreman. Physical fit- 
ness of the employee is essential. It is not always 
possible to hire experienced laundry workers, and 
when green help is taken on they should be care- 
fully instructed in their duties, and assigned to jobs 
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with older workers, when possible, for training. 
Mistakes should be noted and the employees in- 
structed so that they will not be repeated. 


Laundry Machines 


The modern power laundry is an expensive capital 
investment. With care, however, the various ma- 
chines have a long life. The number of machines 
of various kinds depends on the size of the hospital. 


(a) Washers 

(b) Extractors 

(c) Tumblers 

(d) Mangles 

(e) Presses 

(f) Soap tank 

(g) Starch tank 
(h) Water softener 


Soap 


A high titre tallow base soap in solution, built 
with suitable detergents, is practical and economical 
for white flat work. 


For low temperature washing of silks and woolens, 
a cold water soap must be used, so as not to effect 
the fibre or washable color. 


Tanks for soap solution, with a steam coil, should 
be installed in a size proportionate to the amount of 
soap used. The ratio of soap to alkali detergent 
should be carefully figured out, bearing in mind 
not to use an excessive amount of soda, as this will 
have a detrimental effect on fabrics, and interfere 
with the proper emulsifying properties of the soap. 

Where the water is hard, a water softener should 
be installed as it will save soap. It should be checked 
with an accurate soap solution to make sure that 
there is a uniform delivery of soft water. 


Approximately 1 pound of soap for 1,000 gallons 
of water of 1 grain hardness is necessary. 


Stained Linen 


Common stains occurring to hospital linens are: 


Occurring in the laundry— 
1. Rust 
2. Mildew 
3. Dye stains* 
4. Lime and soda* 
5. Methylene Blue 


Occurring in hospital— 


6. Carbolic Acid 
7. Iodine 
8. Formaline 


*Occuring in hospital also. 
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9. Merthiolate 

10. Mercurochrome 

11. Ointments (fatty base) 

12. Picric Acid 

13. Blood 

14. Iron compounds 

15. Argyrol 

16. Silver nitrate 

17. Balsams 

18. Mineral oils and vaseline, etc. 
19. Rubber coating from rubber sheets 


Stained linen requires special handling and should 
not be washed with the routine loads, as many stains 
will spread to other unstained linen. 


Handling of linen from contagious or septic cases 
should be done with care and should always be 
washed separately. This linen should be isolated on 
the wards. Many hospitals immerse linen from 
contagious cases immediately in an antiseptic solu- 
tion. Others have special containers into which the 
soiled linen is placed. This linen should be collected 
specially, and employees carefully instructed regard- 
ing the handling of it. 


Stock Supplies 


. Aprons 
. Padding for mangles 
. Padding for presses 
Chemicals—(a) Stain removal 
(b) Scours 
(c) Bleaches 
Soap 
Hand irons 


Standard Sizes of Textiles 


Sheets: 72 x 108 bleached 
63 x 108 = 
54x 99 
45x 8l 
36 x 45 


54 x 81 unbleached 
54x 72 * 
45x 63 " 


Pillow Cases: 42x 36 
45x 36 


Spreads: 63 x 
44S 


Blankets: 60 x 
66 x 
fas 
54 x 
66 x 





ynonoeuUOs ‘UsARTT MON ‘TeNdsOP] a0eIFN—uOHeZTUeZIOQ Yes 





*SA3BLLIWNOD DIV JO USEWAN AYOSIAGY ONY ANVLISNDIS SV 01914350 XZ BANRS TIVHS Y39I1SIO SBALLVYULSININGVY SV ANZONSZINIVAdNG 3Hy 
*ALITVIGISNOdS3SY TVNIA SVH GUYVOG SHI NIZYSHM TVLIdGSOW 3HL JO NOL AVUASININGY 


WVOIGIN BHL QNIAOSSIV SUBLLVA TIV NO 


*33LL1WNOD SANLNIIXZ 3HL 30 WWAONddY BHL HLIM *GYVOG 3HL 3STAGY ONY Y3HL3D0L LING 


“NOD O4 3BLLINNOD BONSYTINOD ANIOP V BLNAILSNOD TIVHS S3LLIMMOD 3ANLND3KZ 44VIg SNL HLIM YBHLIDOL S3LLINNOD TVOIGSW any 
*SNOISTAIG TVOINIID YOF YM UNOS BHL 4O N3NHIVHD 3HL GNV J4Vig 40 43IHD 3HL 40 G3SOdNOD SI BILLINWOD 3AI1AND|KZ 44vig 3Hy 


Aga.unog 

" uf 
‘Naddy “L8Sy 
ONIONDLLY 
ONILINENOD 


AdVY3SHLOISAHd 
NVAWYIVHO 


A9010YN3LN3 
“OY1LSVD 


NVWY I VHI 


AYLV LHIASd 
Qnv 


ASOTONNSN 
NVWY I VHO 


AS3LYNOD 
“ °ur 
‘N34iy ‘4sSsy 
ONIONSLLy 
ONILINSNOD 


VIS3SHLS3SYNV 
NVAYTVHO 


3A3 2 1G3d0HLYO 
NVWY I VHD 


NVWY I VHD 


AS3LUNOD 

« up 
‘N3iiy “assy 
ONIONSL1y 
ONTLINGNOD 


AS3LUNOD 
Ps sup 
N3idy *1ssy 
ONIONSLLy 
ONTLINGNOD 


HOSPITALS 


A901011HdAS | 
anv SNID1G3W 
ADO TOLVNY3G TWNYSLNI AYLSILN3O LVOYHLI~3SON“YV3 A907048Nn AY3DYNS 1.4N39 


NVAYTVHO NYWYIVHO NVWYIVHO NYAWY I VHD NVNY I VHD NVAYI VHD 


aoa | | | 


49070 10V¥ 
NVWYIVHO 


ASOTIOHLVd 
NVWY 1 VHO 
































SOIMLVIC3d JO LN3NLYYd30 3NIDIG3W 40 LN3NLYVd30 ANBOUNS JO LN3WLYVd30 SOIYLILS8O 4O LNINLYYd30 
NVNYIVHO NVWY I VHO NVWY 1 VHO NVINY I YHO 


| l | | 
| 


3J3V1LS 3O J3IHD 


BJ3LLINWOD BAILNDSX3S J3svis INSQN3LNIY3dDNS S3LLINWODS WSDIGSIW 
| | | 


J3LLINWOD 3AILNISX3 


SYOLD3SYIO JO AGYVOEd 


| 
LNIOGIS3Yd 











9E61 “91 AuvVaNYE 














Hospital Councils 
NATHANIEL W. FAXON, M.D. 


Director, Massachusetts General Hospital, Massachusetts Eye & Ear Infirmary, Boston, Mass. 


| ee Councits have developed from 
superintendents’ councils or clubs or other unofficial 
groups. The first Hospital Council, as such, that I 
know of was the Cleveland Hospital Council, estab- 
lished in 1915. The success of this council and the 
very evident need of such organizations: led to the 
springing up of other councils all over the country. 
Some of these councils were formally incorporated, 
included practically all the hospitals of the city as 
members, were intimately associated with health and 
welfare organizations and took an active part in 
community life. Others were small, informal 
gatherings of hospital superintendents who met to 
exchange information on matters of internal ad- 
ministration. 

The American Hospital Association, believing that 
hospital councils were destined to play a part in the 
growth and development of hospitals from a com- 
munity standpoint and in their relationship to health 
and welfare departments, recommended, in 1932, 
that it be a subject for consideration by the Council 
on Community Relations and Administrative Prac- 
tice (as it was then called). Since then the Council 
has made several reports upon the number, forma- 
tion, and accomplishments of hospital councils and 
has offered suggestions regarding the formation of 
councils. 

Although many and varied types of hospital coun- 
cils have been found to exist, it can definitely be 
stated that their functions fall into two groups: 

A. Co-operation among hospitals in dealing with 
common problems of internal administration. 

B. Co-ordination of hospitals in action on com- 

munity relations. 

Under the first group, A, the following activities 
quickly appear : 

(a) Promotion of uniform statistics and account- 

ing. 

(b) Collection and dissemination of information, 

cost of supplies, wages 

(c) Collection and dissemination of information 

concerning rates 

(d) Co-operative purchasing 

(e) Co-operative action in collecting 

(f) Development of common standards of admis- 


sion to wards and out-patient departments 
Under the second group, B, there develops com- 


mon action : 
(a) In relation to legislation 


(b) In relation to publicity 
(c) In relation with other agencies, e.g., with the 
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medical profession, local tax appropriating 
bodies, other governmental departments, in- 
dustrial or insurance agencies 

(d) Common action in establishing group hos- 
pitalization 

(e) Relations with fund-raising organizations 

(f{) Co-ordination with hospitals in other com- 
munities in the same region 

(g) Participation in community hospital and 
health surveys 

(h) Participation with other community groups in 
dealing with questions of the amount and dis- 
tribution of hospitals and out-patient facilities, 
size and location of new hospitals and pro- 
posed additions 

These items do not cover all the fields of activity 

but are set down merely to indicate what hospital 


councils have already taken up advantageously. 

I want to call your attention particularly to this 
last function because in the opinion of some, who 
have given thought upon these matters, this will 
ultimately prove to be the most important activity 
of hospital councils. We are supposed to be living 
in a civilized community, and civilization in one 
sense consists in giving up voluntarily some of your 
rights in order that you may live peaceably with 
your neighbor, he of course doing likewise. Now 
what is applicable to individuals should also apply 
to institutions, for instance to hospitals. None of 
us as individuals, or as we represent institutions, 
are willing to sacrifice all our autonomy, nor is it 
needful, but we must recognize that there is a com- 
munity welfare as clearly as there is a personal or 
institutional welfare. In every city there can be 
pointed out the mistakes in hospital building that 
have been made because the viewpoint and welfare 
of the community have been sacrificed to the view- 
point and welfare of the individual organization or 
institution. Through the formation of hospital coun- 
cils the American Hospital Association has hoped to 
promote the consideration of hospital problems upon 
the broad basis of the welfare of the community. 

The American Hospital Association Council also 
recommended that the term Hospital Council should 
be applied to an organization only when it included 
representatives of hospital departments other than 
the administration, as for instance, trustees, staff, 
and others, and also representatives of community 
interests. For organizations consisting only of hos- 
pital superintendents the term Superintendents’ Con- 
ference was recommended. Where a number of small 
communities, covering a considerable area, had 
formed a joint organization having the same purposes 











as a hospital council, that it be called a District As- 
sociation. The report of the Committee, 1935, shows: 
24 Local Hospital Councils ; 
13 Superintendents’ Conferences 
7 Regional or District Associations 
These are all active organizations. Undoubtedly 
there are many more informal groups. 

The Hospital Council of Boston was formed Jan- 
uary 30, 1935, by action of 23 hospitals of Boston. 
For many years there had been an informal Hospital 
Superintendents’ Club but it was evident that a more 
formal organization was necessary—one which 
should include other community elements and which 
could represent the hospitals in relationship to the 
Health League, Council of Social Agencies, and the 
Community Federation. 

“The object of the Hospital Council of Boston is 
to promote intelligent planning and co-ordination in 
the field of community hospital service; to serve as 
a forum for the discussion of common problems and 
as a clearing house for the exchange of information 
looking to the advancement of service; to interpret 
to the public functions of hospitals and their place in 
the community; to co-operate with other agencies 
concerned with health and social problems and such 
other business as may properly come before the 
Hospital Council.” 

Each member hospital was to have three repre- 
sentatives, a trustee, the superintendents, and—this 
was an unustial feature—a representative of the 
medical staff. Besides this representation from 
member hospitals there were also representatives 
from the Massachusetts Medical Society, the Dental 
Society, the Nurses’ Association, and five persons 
representing the public at large. 

A close tie-up with the Boston Health League and 
the Council of Social Agencies was affected. The 
Executive Secretary of the Health League was made 
Executive Secretary of the Hospital Council, giving 
half time to each position. These three agencies 
occupy adjoining offices with many services and ac- 
tivities incommon. This is economical and keeps the 
different organizations accurately informed of what 
the others are doing and so avoids wasteful duplica- 
tion and loss of time. 

It is hard to evaluate the Council as yet; it is too 
young. Perhaps if we look back over some of the 
items set down as proper functions for a hospital 
council and see how many we can check off, we may 
get some idea of the activities of the Boston Hospital 
Council during its first year. 

Under those functions listed as co-operation among 
hospitals in dealing with common problems of in- 
ternal administration, we find the following: 

(a) Uniform accounting and reporting: Under- 


taken to assist relations with the Community 
Fund and Federation. 


(b) A start upon the subject of common rates and 
charges, through the appointment of a com- 
mittee to co-operate with the Massachusetts 
Medical Association in adjusting workmen’s 
compensation rates with the insurance com- 
panies and the industrial commission. 

(c) Consideration by the executive committee of 
common standards for out-patient admissions, 
though it is only fair to state that nothing 
much has been accomplished yet. 

Under those functions listed as co-ordination of 
hospitals in action on community relations, the fol- 
lowing : 

(a) Legislation: Just at present this item has oc- 
cupied our attention almost to the exclusion of 
all others. Opposition to bills requiring open 
staffs, bills stipulating procedures in surgical 
operations, bills taxing hospital property, and 
others have kept the executive committee 
busy. They have also sponsored the intro- 
duction of two bills—one an amendment (to 
the labor law requiring weekly payment of 
wages) which would exempt hospitals, and 
also a bill sanctioning the incorporation of 
non-profit hospital service corporations for 
the providing of hospital insurance to groups. 
In appearing before legislative committees it 
is a real help to be able to say that you are 
representing 23 hospitals which form the Bos- 
ton Hospital Council. That represents votes 
and compels attention. 

Group hospital insurance: A committee is 
working on this; they have submitted a bill, 
House No. 573. Ask your Representatives 
and Senators to support it. This applies to 
all hospitals in Massachusetts. 

Relations with the Community Federation are 
close and friendly. It is a help to both groups 
to have a central organization where many 
problems may be thrashed out in general 
terms before being taken to the individual 
units for final consideration. 

Participation in surveys: These are with us 
always and the Council acts as a central clear- 
ing house in evaluating and collecting data. 
The one day census taken under the direction 
of the Council was well done and the report, 
which will soon be published, will provide 
valuable factual data. 

So you see we have made some progress. The 
adoption of uniform accounting and reporting of 
statistics to the Community Federation, the fostering 
of friendly relations with the Medical Society, the 
making of common endeavor with them on WCA 
problems, the beginning on group hospitalization in- 
surance, the opposing of dangerous legislation and 
the support of desirable bills, have kept the officers 
and executive committee very busy. 

All in all, I think we can say that the Boston 
Hospital Council has helped; it has offered an or- 
ganization through which Boston Hospitals may dis- 
cuss, reach conclusions, and present their views in 
an effective manner. It forms a rallying and repre- 
sentative point. This is valuable and helpful. What 
the future will bring only time can tell. 
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Nursing Education in the Out-Patient 
Department 






SISTER FRANCIS JAMES, R.N. 


Supervisor, Out Patient Department, St. Mary’s Hospital, Waterbury, Conn. 


T.. VALUE of the Out-Patient Department 
as a teaching field for the student nurse cannot be 
over-emphasized. More and more hospital nursing 
schools are beginning to realize the unlimited oppor- 
tunities and materials offered to students in education 
and research in this department. The teaching value 
depends upon the development of a definite program 
of instruction planned according to the length of 
service in the clinic. 

In order to derive benefit from an assignment to 
the clinic, there must be supervised teaching. This 
should be carried on by the supervisor, who must 
take the time to explain, to interpret and to con- 
tribute new information in her conferences. From 
the very start the nurse, being in an entirely new 
environment, should be taken under instruction to 
help her become adjusted to her new field of 
activities. 

Her first week in the out-patient department might 
be profitably spent in the admitting office, where she 
may become familiar with the routine of admissions, 
care of the charts and their filing. Time spent in 
these duties is most valuable, for in performing them 
the nurse becomes acquainted with the general plan 
of the clinics. 

The nurse should be taught something of the 
psychology of the patient, so that, in her nursing 
care, she may be more sympathetic, and that she 
may allay, rather than incite, the patient’s appre- 
hension. Courtesy and kindness at all times should 
be the watchword for those employed in the out- 
patient department. Probably in no other section 
of the hospital is it more necessary, because if the 
patient, from the beginning, can be made to feel 
that the staff is interested in him, he will be more 
eager to return for further treatments. The nurse’s 
concept should always be the patient, not the con- 
dition. 

In the Out-Patient Department, the nurse should 
learn what may be done for the patient and what he 
may do for himself. At no other time in the nurse’s 
experience is there a better opportunity offered for 
the teaching of personal hygiene to the patient and 
for imparting information concerning curative and 
preventive measures and health teaching, as most of 
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his treatment is carried on by himself or members 
of his family at home. 
Field Work with the Social Worker 

The second week should be spent with the social 
worker of the department for active work in this 
field. The nurse would accomplish much if she 
were permitted to spend the morning with the follow- 
up nurse visiting the homes. By so doing, she would 
be better prepared to adapt herself to the care of 
the patient in the home. This is a necessary experi- 
ence, for the nurse is often handicapped when she 
leaves the hospital to enter the field of private duty, 
because she lacks that initiative to make use of the 
simpler things in private homes. This experience 
with the social worker gives the nurse an oppor- 
tunity to become more familiar with public health 
agencies, welfare organizations, visiting nurse asso- 
ciations, and numerous sociai agencies in their rela- 
tion to the care of the patient. During this time the 
nurse should be assigned to the pre-natal, post-natal, 
and well baby clinics. Here she has excellent oppor- 
tunities to learn much preventive and some curative 
care of the patient. She begins to see and realize 
better the importance of diet, rest, hygiene, the gen- 
eral preparation for delivery—what and how to get 
ready for mother and baby, special attention to the 
mental state of the mother, with elimination of the 
dozen and one worries attending confinement. 


The Post-natal Clinic 

The post-natal clinic presents to the nurse the im- 
portance of a careful check-up six weeks after de- 
livery. Many conditions which are not apparent 
on the patient’s discharge from the ward may be 
observed in this clinic. Often the patient is referred 
to the gynecological clinic for further treatment. 
The nurse is enabled to see for herself how necessary 
is the close follow-up on all patients discharged from 
the ward, in order to prevent the development of 
chronic invalidism, due to sub-involution of the 
uterus and birth injuries, also the possibility of seri- 
ous consequences arising from non-treatment of 
these various conditions. 

The remainder of her stay in the Out-Patient De- 
partment should be spent in the various clinics, 
where all types of diseases are treated in the acute, 
chronic, and incipient stage. The nurse meets here 
the discharged surgical patient from the hospital 
returning for dressings, and the medical patient re- 















ferred for dietary and physical check-up until he is 
restored to health. 


The Pediatric Clinic 


As we all know that a healthy child is an asset 
to the community, the nurse in the pediatric clinic 
is made to realize that diet, rest, sunshine, fresh air, 
and exercise are principles in relation to prevention 
of disease and should be emphasized in our instruc- 
tions to parents. They should be taught the care 
and hygiene of the child, causes of disease, and 
methods of prevention. Proper feeding, as a thera- 
peutic measure, should be stressed, such as well- 
balanced and regulated diets, vitamins in cod liver 
oil, orange and tomato juices. 

Periodic physical examinations, including weigh- 
ing, are very essential. Early recognition of disease 
often prevents more serious complications. Dental 
hygiene is most valuable to the welfare of the child; 
hence, there ought to be periodical examination by 
the dentist as a preventive in care of the teeth. 

Certain childhood diseases predispose to cardiac 
conditions. The necessity of prolonged rest to pre- 
vent such effects should be stressed, as well as the 
value of inoculation to prevent scarlet fever and 
diphtheria. In the cardiac clinic the nurse, under 
direct supervision of the doctor, is enabled to aid the 
child to live the most normal life possible with his 
heart condition. She teaches the child just what to 
do and how to do it without detriment to his health. 
Many useful things are taught the child so as to 


compensate for his limited activity. 


Communicable Diseases 

Communicable disease brings to the attention of 
the nurse the need of prompt isolation, proper in- 
struction to the parents as to the symptoms to look 
for, precautions to be taken, and health department 
regulations concerning the disease. 

Many procedures which are not, as a rule, available 
on the wards, will be met with in the clinics. For 
example: the Schick test for diphtheria; vaccination 
for smallpox; Mantoux test for tuberculosis; the 
various protein tests for allergic conditions. Here, 
perhaps, for the first time, the nurse observes an 
ulcer (the result of a broken down varicosity) being 
treated by the application of a cast of gelatin com- 
pound (phenolized), and she also becomes acquainted 
with the various drugs used in the injection of vari- 
cose veins. 

The skin clinic affords the student an opportunity 
of seeing many common conditions which will be 
found among the school children: for example, im- 
petigo, scabies, eczema, and ringworm. 


The Eye Clinic 
The eye clinic furnishes splendid experience to 
future school nurses. It reveals many pitiable con- 


ditions arising from neglect and ignorance concerning 
the eyes of youth. Only through the work of the 
school nurse are these brought to our attention. 
Many children in the primary grades are handi- 
capped because of poor vision. Here, the value of 
strict vigilance over the eyes of the young is stressed. 
Invariably, the nurse never realized how many near- 
sighted children were so-called book worms. Careful 
instructions are given to the parents about restricting 
reading as far as possible, confining the child just to 
school work. Conjunctivitis, the pink eye, and the 
necessity for isolation; foreign bodies—those easily 
removed by inverting the lid, those lodged on the 
cornea, and the danger of trying to remove them; 
the possibility of ulcer formation; removal of 
chalazions; and many other interesting eye condi- 
tions are understood more clearly. 


Importance of Case Studies 

There are many profitable incidents that might be 
cited, but time does not permit a lengthier discussion 
of them. However, I would like to mention the 
importance of case studies. During her assignment 
of one month in the out-patient department, the nurse 
is required to write two papers: one, a case study 
of some particular patient she has met at the clinic, 
and the other entitled, “What I Learned In the Out- 
Patient Department.” The case chosen for study 
should present some problem or new procedure 
learned in the department. It helps to emphasize the 
need for health teaching and the part the nurse may 
do in carrying on this work. The students’ case 
studies are kept in the department for future ref- 
erence. 

The nurse, being in a new environment, is usually 
in a receptive mood, most anxious to learn, and eager 
to utilize every opportunity for furthering her edu- 
cation. To aid her in some of her study and case re- 
ports, we have a small but adequate reference library 
in the department. The nurse is encouraged to make 
use of the available material, namely: reference 
books, various bulletins from the health department 
and from other organizations, also such magazines as 
Hospital Social Service, Public Health, the American 
Journal of Nursing, Modern Hospital, Hospital 
Progress, Trained Nurse and Hospital Review, and 
Hospitals. 

In addition to attending conferences, writing 
papers, and doing outside reading, the nurse has 
many duties to perform, such as, preparing the 
rooms for the various clinics, checking up on supplies 
and equipment, assisting the doctor during the ex- 
amination and treatment of patients, collecting such 
specimens as urine, blood, smears, cultures, inter- 
preting the doctor’s orders to the patients, demon- 
strating, where necessary, new procedures not 
understood by the patient. 
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Summary 
Summary of what the Out-Patient Department 
teaches the nurse: 


I. Organization and function of the Out-Patient 
Department. 


II. Its relation to the hospital and community. 


III. Care of the ambulatory patient. 

. Value of health examinations. 

7, Importance of nutrition. 

. Importance of vaccinations and various in- 
oculations. 

. Function of the social service department. 

. Community organizations and how to use 
them. 

. To advance her nursing education by observa- 
tion and study. A better understanding of 
the psychological, social and economic factors 


involved in medical treatment; to correlate 
these factors in giving care, and finally, it 
teaches the necessity for study of the preven- 
tion of disease in order to be able to educate 
the patient in the maintenance of health. 

In conclusion, I wish to say that the nurse, coming 
here as she does in her senior year, after passing 
through the various courses incidental to her training 
in the operating room, x-ray laboratory, and dietary 
departments receives in the out-patient department a 
very practical review in all subjects found in the 
school curriculum. Then, too, the fact that new cases 
are constantly presenting themselves, requires com- 
plete alertness of mind, develops.her powers of ob- 
servation, broadens her medical knowledge, acquaints 
her with the social conditions of her community and 
is, in a word, a splendid training for her future 
career. 


The Record Librarian's Three Wishes 


ELEANOR JONES 


President, Massachusetts State Association of Record Librarians 


I HEY TELL US IN Irish folklore that it is 


a great good fortune to catch a leprechaun, or fairy 
cobbler. In the words of Maurteen Cavanaugh, 
“You can’t deny that to catch the leprechaun is great 
luck entirely. If one only fix the glance of his eye 
on the cobbler, that look makes the fairy a presnor— 
one can do anything with him as long as a human 
look covers the little lad—and he’ll give the favors 
of the three wishes to buy his freedom.” 

I am sure that we record librarians would know 
pretty well what wishes to make if we should have 
the dazzling experience of walking through the 
woods, hearing the tack, tack, tack of the fairy ham- 
mer, creeping up softly and fixing our gaze on one 
of these tiny workmen. 


These wishes would vary somewhat, of course, 
because we do not all lack the very same things. 
However, I think that most of the record librarians 
would include three items from the following list in 
their wishes : 

1. Proper equipment for efficient work. 

2. Sufficient personnel in the record depart- 

ment. 

Complete codperation of the medical staff. 
A record committee of staff members. 
Complete codperation of the nursing staff. 
A standard medico-legal code adopted by all 
hospitals. 
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7. A firm and definite policy in regard to rec- 
ords on the part of the administration of the 
hospital. 

If the record librarian lacks any one of these 
things she cannot have the ideal record department 
because they are all essentials. 

Great advances have been made in the develop- 
ment of record departments in our hospitals since 
the College of Surgeons undertook its work of stand- 
ardization and formulated its minimum standard in 
1918. <A great deal of attention has been paid to 
filing systems and nomenclatures and to all of the 
technical details for the assembling, filing, and cross- 
indexing of medical records until, in its “Standard- 
ization Report” published in the “Bulletin” of Octo- 
ber, 1935, the College of Surgeons states that, “Little 
criticism can be made of the filing and cross-index- 
ing systems, to which, as a rule, the hospital man- 
agement gives serious consideration and which are 
carried on efficiently by the better trained records 
librarians.” If this is true of your hospital, you 
have taken care of this first item. If she has a 
proper location for the record department and proper 
equipment with which to work, the record librarian 
can carry out this part of her duties pretty much 
alone. 


Sufficient Staff of Workers 
Next comes the problem of a sufficient staff of 
workers in the record department. I believe that 
many of us would use one of our wishes here. The 
work in this department is highly specialized and 








requires well trained workers who are efficient, ac- 
curate, tactful, and codperative. The record librarian, 
herself, must have endless patience, a pleasing per- 
sonality, great wisdom, and never ceasing vigilance. 
The best type of record librarian, who wishes to 
make her part in the hospital organization the great- 
est possible success, is anxious to make her office a 
pleasant and attractive place for people to enter. 
She also wants to give every type of service possi- 
ble to the doctors, internes, and nurses who use 
her department. It is a very distressing situation 
for everybody concerned if the record librarian is 
driven every moment of her day taking dictation, 
transcribing notes, cataloguing, etc. She then has 
no time to carry on the various diplomatic missions 
necessary for getting her records completed. She 
has no time to help the physicians and surgeons who 
are doing research work, by collecting information 
and compiling statistics, and so one of the main 
objects of keeping records suffers. 


Above everything else the record department must 
be able to give prompt attention to any members of 
the staff who wish to dictate, to consult records in 
the files, or to seek other information. Our phy- 
sicians and surgeons are too busy to spend their 
time waiting their turn to transact business with 
the record room. If they try to codperate but have 
to go to the record office again and again before 
they can have attention they soon give up trying 
and withdraw their cooperation. 


Cooperation of the Medical Staff 

That brings us to the third item on the list—com- 
plete codperation from the medical staff. Practically 
one hundred per cent of all the record librarians 
would wish for this because every hospital seems 
to have at least a sprinkling of various types of 
physicians and surgeons who present serious ob- 
stacles to the smooth running of the record depart- 
ment. There are the procrastinating members of 
the staff, the uninterested, the unmethodical, and, 
alas, even the stubborn. It is in dealing with these 
people that all of the record librarian’s patience, 
diplomacy, and persistence are called into play, but 
even these qualities are insufficient to get results with 
some of these people, and the record librarian must 
then have help from the staff members and from 
the administration of the hospital if she is to secure 
accurate and complete records. 

It is in handling the situations which arise in deal- 
ing with such people that the record librarian makes 
a fervent wish for an active and efficient record 
committee composed of staff members. This com- 
mittee can accomplish a great deal in bringing up 
the standards of the records in their hospital in an 
educational way by selecting unusual and interest- 
ing cases for discussion at the staff meetings and 


thereby stimulating interest in records and research. 
To quote from a paper on “The Function of the 
Record Committee” by Dr. E. A. Majors, Chair- 
man of the Record Committee of Peralta Hospital, 
Oakland, California, “A record librarian is able to 
collect valuable statistics but it remains for the record 
committee to put this information into use and make 
the statistics talk.” Again, from the same. paper, 
“It is the immediate support or authority behind the 
record librarian and serves as a connecting link be- 
tween her and the general staff in maintaining stand- 
ards pertaining to the record department.” 


Need of a Record Committee of Doctors 


There is another angle of the record librarian’s 
work which calls for help from a competent com- 
mittee of doctors. There are very few, if any, 
record librarians who are graduates of medical 
schools and yet in many hospitals the record librarian 
is expected to judge the quality of the subject mat- 
ter of the records and the correctness of the diag- 
nosis. Of course, we all know how to check a rec- 
ord for completeness, to see if all the required parts 
of the history and physical examination, progress 
notes, laboratory work, x-ray reports, etc., are in- 
corporated in the chart, but it is beyond most of 
us to say whether all the important points in a case 
of a given diagnosis have been adequately covered 
or not or whether the diagnosis is correct. Then, 
too, there are many fine points about diagnoses. Cer- 
tain ones go out of fashion and others come into use. 
There are many diagnoses that are commonly used 
and appear on our charts again and again that are 
not recognized by the official nomenclatures. When 
these appear it is necessary to find out where they 
fit into the nomenclature in order to get them 
properly catalogued. These things can be checked 
only by physicians because very few doctors and cer- 
tainly no interns are going to allow a record librarian 
to tell them that their diagnosis is incorrect. 


I have frequently filed and catalogued a record 
under a commonly used diagnosis, particularly in 
cardiac cases, only to be told later, when the case 
was to be used for discussion at a staff meeting or 
was taken for study by the pathologist that the diag- 
nosis was incorrect or no longer accepted and that 
I must not let things like that get by. I feel flattered 
that they think that I should know better but cannot 
quite understand why they should. 

We also have the experience, all too frequently, 
of having a doctor come to the record room and dic- 
tate something under every one of the required 
headings of a complete history which even we know 
is absolutely without value and a waste of time. 
He is obeying the letter of the law but not the spirit 
of it. These are very delicate matters which need 
careful handling to correct them. 
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This problem of having a good record committee 
is a knotty one, especially in the smaller hospitals 
and communities, where criticism of a physician’s 
work or record by one of his colleagues is often 
taken as a personal affront and is hotly resented. 
However, such excellent results are accomplished 
by the record committee if its members are suffi- 
ciently wise and tactful and if the other members 
of the staff will take their suggestions in the right 
spirit that it seems highly worth while to try to have 
one. If it can be a committee whose members rotate 
until every staff member serves on it at some time 
and thus gets an understanding of the purposes and 
need of the work it should be possible to have this 
committee function without arousing animosity or 
friction. 


Cooperation of the Nursing Staff 


Some of us would wish for the fifth heading— 
complete codperation of the nursing staff. Hours 
would be saved in the record rooms if the charts 
came from the nurses accurate and complete, if the 
numbers were on all the sheets of the chart, if the 
patient’s name was spelled correctly, if the order 
for the patient’s discharge was on the order sheet, 
if the nurse’s last note was completed and signed, if 
the removal of sutures and drains and the applica- 
tion and removal of splints, etc., were all recorded 
properly. If our nurses were trained to take some 
responsibility for getting the doctors to write their 
histories and notes things would be much less com- 
plicated. The nurse sees both the doctor and the 
chart together whereas the record librarian sees 
either the doctor or the chart and finds it very hard 
to get the two together until after the patient has 
been discharged. We realize that the nurses are very 
busy and that it is hard for them to take on any 
extra duties, but it might be possible to get a little 
more cooperation. 

I think that the nurses would take much more in- 
terest in the record department if they understood 
more about it. I find that many student nurses have 
a very hazy idea of what it is all about. Some of 
them seem astonished to learn that the records are 
preserved permanently, or as near that as storage 
space allows. It seems to me that it is a very worth 
while thing to have the student nurses given a lec- 
ture early in their course about the reasons for 
keeping records and the value of them, and then to 
give them a personally conducted visit to the record 
office and storage room and to explain to them just 
what is done and just what trouble is caused by in- 
accuracy or incompleteness of their work, and also 
what-a valuable contribution they make when they 
do good work on their charting and notes. I know 
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that this is done in many hospitals but it is by no 
means universal. 


Giving Out Information from Hospital Records 


Judging from the questions asked by the record 
librarians at their association meetings, there is a 
real need for the adoption of a standard medico- 
legal code for the hospitals of each state, covering 
all points relative to the giving out of information 
from the hospital records. We can compare notes 
on what is done in the different hospitals when dif- 
ferent demands arise, but we have no knowledge 
of the absolute legality of the customs which pre- 
vail. If the New England Hospital Association 
could have a study made of all the laws in regard 
to who has a right to information from the hospital 
records and under what circumstances and could 
have a code drawn up by some legal authority and 
placed in the hands of the record librarians, a great 
deal of uncertainty and argument and misunder- 
standing could be avoided and the interests of the 
patient, the doctor, the hospital, and the public could 
be much better safeguarded. We should not then 
have the sad spectacle of one of our heroic record 
librarians being haled before a judge by a sheriff 
and threatened with contempt of court proceedings 
because she felt that she was protecting the patient’s 
interests by refusing to take a certain record to court. 
On the other hand information would not be given 
out where it should be withheld. 


Administration Policy in Regard to Records 


Our last, but by no means our least wish is for 
a firm and definite policy in regard to records on 
the part of the administration. The administration 
must decide what it is going to require for approved 
records and then how far it is willing to go to en- 
force its requirements. The record department and 
record committee can then know how to proceed 
and what backing they can expect. This policy must 
be impartial and unvarying because upon it rests the 
whole answer to the question whether the hospital 
is going to have good records or not. 

If we are fortunate enough to have four of these 
elements of a successful record department and can 
catch one leprechaun we shall live happily ever after. 
But we must exercise the greatest care because the 
leprechaun will do everything in his power to dis- 
tract our attention from him and escape. He will 
try to make us look at something else or offer us a 
pinch of snuff to make us sneeze. He has all sorts 
of tricks and, even if we do catch him and he grants 
the three wishes, he will take them all back if we 
make a fourth wish in the same day. Knowing 
record librarians as I do, I should be fearfully afraid 
of that fourth wish! 








Contemporary Hospital Thought 


Hospital Records and the Patient 


As a personal document, the record can be used 
only for the patient himself. It is generally con- 
ceded that the patient has the right to the use of 
his own record, but that no person should have 
access to it without his specific orders. It is ad- 
visable to secure the consent of the attending physi- 
cian whenever this is possible. If a second physician 
is called in, that physician is regarded as having the 
permission of the patient to use the record. In case 
of death, the legal executors of the estate are con- 
sidered to be the personal representatives of the 
patient. 

As an impersonal document, the record is avail- 
able for the monthly review of the work of the hos- 
pital and for scientific research in any form. In 
review and analysis, care should always be exercised 
that the record being used does not identify the par- 
ticular patient. 


Malcolm T. MacEachern, M.D., Chicago 


Associate Director, American College of Surgeons 


The Cost of Hospital Service 


A scientific study should be made of the problem 
to bring the cost of hospital service within the reach 
of the people served. Medical men, hospitals, and 
the public have approached this problem in a very 
haphazard manner ; all must join forces in adequately 
solving this problem on a basis that is sound and 
scientific. We could solve this problem without go- 
ing into drastic, communistic, socialized medicine. A 
plan properly devised would provide the public with 
adequate hospital service and still retain our Ameri- 
can principle of private venture, a principle that is 
basically sound in the medical and hospital field as 
well as in industry. Industry merely involves personal 
independence and the profit system. Hospitalization 
and medical service involve that which cannot be 
legislated or purchased — personal interest and 
service. 

R. E. Heerman, Los Angeles 


Superintendent, California Hospital 


The Value of Complete Medical Records 


Complete and accurate medical records are in- 
valuable to the hospital for the determination of the 
efficiency of its medical staff. They also permit the 


members of the staff individually to evaluate the 
results which they themselves obtain just as a busi- 
ness organization takes inventory from time to time. 
They permit the evaluation of various types of 
therapy by observing the end results in individual 
cases. They are also valuable for clinical research, 
as a careful study and analysis of accurate records 
will permit conclusions concerning the diagnosis, 
clinical manifestations, and the value of various 
forms of therapy in different types of lesions. This 
knowledge is useful not only to the members of an 
individual institution, but also to the members of 
the entire medical profession. 


Alton Ochsner, M.D., New Orleans 
Director of Surgery, Tulane University 


Hospitals and Our Training Schools 


Let us keep our schools on the college level, if you 
will; with our admission standards high let us make 
our schools really professional schools, which all the 
term implies; but above and beyond all, let us keep 
the golden thread of spiritual and ethical values 
running through the warp and woof of the course, 
so as to inculcate into the hearts of our nurses the 
love of God above all things and the love of neighbor 
as self that they may keep the best care of the patient 
always their primary consideration. 


Sister Mary Stephanie, R.N., San Francisco 
Mary’s Help Hospital 


The Purchase of Hospital Supplies 


Quality purchasing is the wisest, most economical 
and satisfying course to pursue, especially with re- 
gard to equipment and furnishings for’'a hospital. 
Quality equipment, properly designed, well made and 
in all respects serviceable, constitutes the good tools 
for the production of hospital service. Price should 
not be the dominating factor in the purchase of such 
equipment. The sole aim should be to procure that 
which provides the ultimate service at the best mar- 
ket price. The true order in which a buyer should 
look at the characteristics which go to make up the 
value of whatever he buys is: (1) quality, (2) serv- 
ice, (3) price. 


G. W. Olson, Los Angeles 
Los Angeles County Hospital 
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The Patient and the Hospital 


Too often hospitals lose their greatest opportunity 
for public relations, that of educating the patient 
while he is a guest in the institution. He voluntarily 
comes to the hospital at a time when he is in a mood 
to be impressed by the hospital’s accomplishments, 
needs, and endeavors; and the opportunity should be 
grasped to create in his mind a healthy attitude 
toward the institution and its principles. 


Frank J. Walter, Denver 
Superintendent, St. Lukes Hospital 


—j—— 


The Future of the Voluntary Hospital 


What is the future of our voluntary hospitals? 
Many in this country believe the government should 
operate all hospitals. Some people are sincere in 
their belief that the voluntary hospital has served its 
day and must give way to government ownership or 
control. I am not one of those. I believe this coun- 
try would be the poorer if the men and women who 
have consecrated their lives to suffering humanity 
were to walk out of the hospitals and let the govern- 
ment walk in. And I believe the public feels this 
and would not be in favor of abolishing the voluntary 
hospitals. 

Robert Jolly, Houston, Texas 
Superintendent, Memorial Hospital 


—_<>———_—_ 
The Hospital as an Educational 
Institution 


The hospital of today is an educational institution 
in the making of better doctors, and its staff mem- 
bers are its teachers. The intern or resident is given 
a sense of security in entering a standardized hos- 
pital for training, and we should be true to our trust 
and see to it that he gets the best we can give. 


Jacob F. Highsmith, M.D. 
Highsmith Hospital, Fayetteville, N. C. 


—_—_——__—_ 
The Duty of the Superintendent 


It is the responsibility of the superintendent to see 
that trained people are placed in the responsible posi- 
tions in the hospital, people who understand the 
principles of Hospital Standardization and who are 
willing and eager to abide by them. 

It is also the duty of the superintendent, through 
power delegated by the governing board, to see that 
the medical staff is made up only of ethical, compe- 
tent physicians and that they are organized to carry 
out the professional policies of the institution effi- 
ciently. 

In supervising the diagnostic and therapeutic 





facilities of the institution, it is the duty of the direc- 
tor to study new pieces of equipment to determine 
if they are absolutely necessary. It should be re- 
membered that additoinal equipment increases the 
cost of hospitalization to the patient. 


Paul H. Fesler, Chicago 
Superintendent, Wesley Memorial Hospital 


How the Community Views the Hospital 


In addition to acting as a fount of knowledge for 
physicians, surgeons, and their associates and co- 
workers, the approved hospital now plays a leading 
role in the education of communities and the general 
public. Thus it is that today the approved: hospital 
is looked upon not only as a scientific institution 
where modern miracles of cure are performed, but 
also as a humanitarian fortress of protection against 
disease and pestilence accomplished through proper 
means of prevention and education. 


George W. Crile, M.D., F.A.C.S. 
Cleveland 





The Integrity of the Medical Profession 


The doctor of medicine may do much to preserve 
the integrity of his profession by taking a personal 
and humane interest in his patients. While technical 
information is of extreme importance, it can be made 
of much more value if the one who employs it has 
some sort of adequate spiritual insight into the neces- 
sities of individuals who are under his care. In my 
judgment, this is a matter of great importance, not 
only in connection with the preservation of the in- 
tegrity of the profession, but in connection with the 
development of the individual himself in the practice 
of his profession. 

The doctor of medicine should remember his duty 
to the poor. He should remember that it is one of 
the proud traditions of his profession that the help- 
less and penniless sick are not forgotten in their mis- 
fortunes and dire necessities. From time immemorial 
this has been a tradition of medicine and, if we are 
to preserve the integrity of the medical profession, 
it cannot be disregarded under any circumstances. 


LeRoy Long, M.D., F.A.C.S. 
Director, LeRoy Long Clinic 
Oklahoma City 





Hospitals and the Public Health 


There has in the past been a tendency to differen- 
tiate between public health hospitals and others, but 
public health is not merely a question of the in- 
fectious fevers, and there are few more promising 
fields for the practice of public health than the gen- 









eral hospital. Much can be done in the early case 
to prevent the development of irreparable damage, 
and even where pathology is already considerable 
there is scope for scientific planning to secure for 
the patient as healthy and as full a life as is con- 
sistent with his condition. If the best results are 
to be obtained there must be fostered that public 
health outlook which has begun to make an appear- 
ance—sometime fugitive—in our general hospitals, 
and the staffs of these hospitals must be induced to 
regard it, not merely in a spirit of easy tolerance, but 
as a definite positive entity—well worth while; for 
there is no more sane approach to the public health 
than through the individual, and this idea of con- 
structive medicine is an essential corollary to the 
logical development of our hospital resources. 


Dr. J. L. Brownlie, 
Department of Health for Scotland, 
Edinburgh, in “Nosokomeion.” 


There Is No Hospital Deficit 


It would be a good thing if everybody concerned 
would stop talking about the “deficit” of the Gen- 
eral Hospital. It is a “deficit” in dollars, but the 
deficit is more than balanced by the humanity which 
inspires and renders necessary hospital treatment of 
people who have not the means to pay for it. It 
does not do credit to our civic common sense, and 
it does not encourage the prospect of doing better 
in this business, that we continue to confuse the 
essential issue with wrong names for things. 

Money is not the symbol of the hospital’s success, 
but it is the service it renders to those who are 
in need of it. That is true, and that is why it 
is wrong in every way to prejudice the real work 
of the hospital with constant mention of deficits, as 
if it were downright bad management at the hospital 
that caused it to be in a chronic state of debt. Pa- 
tients who can pay and do pay for treatment at the 
hospital look at their reasonable bills for so many 
dollars a day, and then they wonder why the hos- 
pital should be in debt, sometimes to the tune of 
hundreds of thousands of dollars. They hear of a 
deficit, but what they ought to hear of is a benefac- 
tion. 

J. H. McVety, Vancouver, B. C. 
Treasurer of Vancouver General Hospital 


Hospital Architecture 


The building of the hospital presents much more 
difficult problems than 30 years ago. The advance 
in technique and the demands for economy have 
presented a multitude of new problems. 


Good- hospital architecture must from the first be 
properly organized. It should be placed under a 
well conducted and suitably composed committee, 
which systematically makes use of all home and 
foreign experiences, which interviews experts, and 
so develops and retains as the result of these ex- 
periences and expert advice uniform principles for 
planning in their own architectural office. 

The details of the actual planning must always 
proceed from each of the necessary departments, but 
the most favorable means of transport between the 
various departments must be always submitted to 
and agreed between them. Numerous questions such 
as building construction, site, materials, exclusion of 
noise, safety from fire, uniformity of buildings, con- 
struction of roof, ventilation, and laying of pipes 
and their relations to the plans and existence of the 
hospital, must be discussed with marked emphasis 
on the great value of national and international co- 
operation in hospital architecture. 


Hjalmar Cederstrom, Architect, 
Stockholm, Sweden, 
In “Nosokomeion.”’ 
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Hospital Problems and Their Solution 


Modern conditions demand action as against talk. 
We have got to fit our practice to meet these condi- 
tions. Tradition is an asset, but hospitals cannot live 
on tradition—it is a crutch, if you like, but, as with 
the invalid, the sooner the hospital is able to do 
without it the better. We may, on the other hand, 
consider the principles underlying the tradition, be- 
cause out of principles spring ideas, and out of ideas 
may come important adjustments. The key words 
of the future for the voluntary hospitals are: (1) 
Foresight; (2) Courage; (3) Determination; 
(4) Action; these alone will solve their problems. 


Captain J. E. Stone, M.C., F.S.A.A. 
Secretary of the Birmingham Hospitals’ Centre 
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The Hospital Defined 


The hospital is an institution which results from 
an urgent communal necessity, provoking the need 
for an organized medical and nursing staff, perma- 
nently located in a stated and known place, in an 
effort to prevent and care for the illness of the com- 
munity. 

A comparison might well be made of a hospital 
to good government, wherein the aim of both is “the 
greatest good for the greatest number.” The whole 
administrative machinery of a hospital is intent on 
one object—the health of the individual and the 
safety of the community as a whole. 

Mt. Sinai Hospital News (Philadelphia). 
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yo ge SEEMS to be no fundamental differ- 
ence between social service admitting in the large, 
or in the small hospital. It is chiefly a question of 
the number of patients to be admitted, and whether 
this number is sufficient in any small hospital to 
warrant the use of a trained medical social worker 
on this function alone. 

It is interesting that a phase of the admitting prob- 
lem was the one which called forth the very begin- 
nings of medical social service. The Lady Almoner, 
a lay person, was introduced into the hospitals of 
England in the early nineteenth century, to investi- 
gate the abuse of medical charity. It was not until 
the beginning of this century that Dr. Richard Cabot 
perceived the larger horizons and introduced a medi- 
cal social worker at the Massachusetts General 
Hospital, as co-partner in the diagnosis and treatment 
of disease. 


Problems That Warrant Assistance of a 
Medical Social Worker 

The question as I see it, is: what are the problems 
which come to the attention of a superintendent of 
a small hospital, which, in addition to the social 
admitting service, might be sufficient to warrant the 
employment of one or more trained medical social 
workers? I will give only a few examples, but I 
am sure they will suggest to many of you other 
problems which you have been called upon to solve 
because there was no one else to solve them. 

There is the ever present problem of the chronic 
patient who cannot receive further benefit from care 
in an acute hospital. Some of you may have a chronic 
hospital in your community which will take such 
patients, but even then it means talking with the 
family to make sure that they will co-operate in such 
a plan, and making the actual arrangements for 
transfer. There is an endless variety to the difficul- 
ties of this problem. 

Another problem is that of making plans for the 
unmarried mother and her child on the obstetrical 
ward. 

Then too, there is the problem of the child who 
came in with acute rheumatic fever and has devel- 
oped a rheumatic heart condition. After the acute 
condition has subsided and hospital care is no longer 
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necessary, there are the school and home adjustments 
to be made before the patient can be discharged. 

Also, a patient who has been established on a 
regime for treatment of a gastric ulcer may be ready 
for discharge if home and work conditions will not 
produce a recurrence. 

A frequent problem in our hospital is the border- 
line mental case, who is often a disturbing factor on 
the wards. Social history is such an important fac- 
tor in determining the diagnoses and the subsequent 
recommendations that a skilled person available in 
gathering such history is much appreciated. 


All of these problems bring out the social com- 
ponent in medicine. The method used by the medical 
social worker in helping to solve them, as well as in 
her work as admitting officer, is known as medical 
social case work. To quote Miss Harriett Bartlett 
in her recent book, “Medical Social Work’”—The 
need which calls forth skilled service is the patient’s 
and his wants are therefore of primary interest. 
The diagnosis and treatment of disease and of social 
problems related to it require, however, technical 
‘<nowledge and skill which the patient does not com- 
mand. It is because physician and medical social 
worker do command such knowledge and skill that 
he has turned to them in his need. Each of the three 
possesses knowledge which the other does not and 
the understanding of the medical social situation de- 
pends upon a process of joint thinking in which all 
three participate.” 

There are, of course, various levels of intensity on 
which medical social case work is performed. In 
each hospital the proportion of services in the various 
levels will differ. This will depend on the needs 
and policies of the particular hospital and on the 
ratio of social workers to hospital population. 


Medical Social Service at Holyoke Hospital 


You would probably be interested to know how 
the social service department of the Holyoke Hos- 
pital divides its time on the various levels of social 
case work. In order that you may better orient your- 
self as to our problems, I will give you a few statis- 
tics. The hospital has a bed capacity of 150, includ- 
ing bassinets, and an average daily census of 77.1. 
The Skinner Clinic, the out-patient department of 
the hospital, admitted 711 new patients last year and 
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cared for 1,012 old patients. The total number of 
visits to the clinic was 8,548. We have two medical 
social workers, each giving 414 hours a week, or a 
total of 83 hours plus a substantial amount of over- 
time. I have endeavored to estimate the time spent 
each week on the various functions of the depart- 
ment. 


1. Admission to Skinner Clinic 

Every new patient is interviewed before ad- 
mission and all old patients every three months. 
A face sheet is made out which includes identify- 
ing information about the patient, names and 
ages of the members of the household, and finan- 
cial information. We have been using the E.R.A. 
budget, which can be quickly computed while the 
patient is still at the admission desk, as a guide 
in deciding financial eligibility, as well as in de- 
termining whether patient can pay admission fee 
and for laboratory and x-ray work. During the 
coming year we hope to work out, with the aid 
of our dietitian, a budget particularly adapted to 
our community. 


. Financial investigation on staff patients. ..8 hrs. 
Since your meeting last year, Amy E. Birge, 
our superintendent, has been able to add to the 
hospital staff an admitting officer who takes care 
of the major portion of the long list of services 
outlined by M. Ellen McIntyre of the Meriden 
Hospital in her paper, “Organization of the Ad- 
mitting Office.” These include such duties as an- 
swering all outside calls regarding the condition 
of patients in the hospital; making reservations 
for incoming patients; answering requests for 
ambulance calls and calling the ambulance ; com- 
piling the daily census sheet of hospital activity, 
etc. Financial arrangements for hospital patients 
are made by the admitting officer if the patient 
is financially able to take care of the entire bill. 
If there is any question, the patient is referred to 
the social service department for a financial in- 
vestigation and adjustment. It has worked out 
that most of the recommendations for free or 
part pay hospital care come through the social 
service department. 


3. Answering inquiries of new or old patients, 
who telephone or come to the office for in- 
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. Medical social contacts of the most simple 


The supervisor of the clinic, a nurse, goes over 
medical instructions with the patient. The social 
worker then talks with each patient to be sure 


arranged 276 hospital admissions recommended 
in the clinic. 


5. Medical follow-up 


The clinic clerk, whose work is directed by the 
supervisor of the clinic, sends out the first rou- 
tine follow-up appointments. If the patient does 
not return, the supervisor then decides which 
cases should have further follow-up from the 
angle of the medical condition. These cases she 
refers to the social service department. Some- 
times the worker has social information which 
has a bearing on the advisability of following or 
not following a case. She discusses such in- 
formation with the supervisor and a decision is 
reached regarding follow-up; after which the 
social worker proceeds by letter, telephone or 
visit to try to secure the patient’s co-operation in 
carrying out the medical plan. 


. Liaison work 


Contacts between the hospital and outside 
social agencies are made by the social service 
department, with the exception of purely medical 
reports to the Visiting Nurse Association or out- 
side physicians which the supervisor frequently 
gives. 


. Ward rounds 


We are making ward rounds with the medical 
and pediatric services at present but hope to 
extend it to other services. It seems to be an 
efficient method for the exchange of social and 
medical information between the physician and 
the worker. 


. Case work on major medical social prob- 


lems and dictation of medical social rec- 
ords 

During the past year we have carried 98 such 
cases for a total of 356 months or an average of 
3% months each. 


. Executive work 


I will list a few of the things which this in- 
cludes: conferring with the superintendent of 
the hospital, the supervisor of the clinic, com- 
mittees of the medical staff, representatives of 
outside agencies, etc., for the purpose of formu- 
lating policies or for interpretation; working on 
special studies ; writing reports ; and supervising 
the case work of the department. 


. Keeping social statistics : 


I have not included any estimate of the time 
spent on this. It takes only a few seconds here 
and there, but it counts up to many hours during 
the year. 


that he can secure the medicine; the glasses ; the Each year there are new phases of the work de- 
special surgical or orthopedic appliances; the manding a readjustment of any time schedule. For 
special diet; the bed rest at home; or the hos- example, our department has been asked to give a 
pital care which has been advised. Last year we course to student nurses on the “Social Aspects of 
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Disease.” This will mean that time must be found 
to prepare the material as well as give the course. 

I can say frankly that when I first came to a small 
hospital in a small city after being in a large dis- 
pensary I wondered how I would keep busy, but it 
was not long before I realized that keeping busy 
would not be my problem. 


The Future of Medical Social Service Work 


As to the future, I do not believe that any director 
of a social service department, no matter how long 
that department has been in existence or how well 
organized it now is, feels that her department has 
attained the peak of its usefulness. The American 
Association of Medical Social Workers has an im- 
pressive number of national committees who are 
really working on problems and are bringing out new 
material constantly which should improve the stand- 
ard of work in every hospital which employs a 
trained medical social worker. In most hospitals, 
however, there is a tremendous pressure of work 
which means that there is insufficient time for self 
analysis and improvement. 

Then, too, there has been the constant expansion 
of the field. In the beginning, as I previously noted, 
the emphasis was on the prevention of medical abuse 
by the charity patient. Even when the emphasis 
broadened to include the social worker as a co-partner 
in attacking the problem of the social component in 
medicine, the service was chiefly confined to charity 
patients. In more recent years this service has been 
expanded in some places to include patients who are 
adequately able to pay for their medical care. In 
the psychiatric field this has been especially true. 
Also, some general hospitals such as the Baker 
Memorial, which was established at Massachusetts 
General Hospital for patients of moderate means, 
have a medical social worker. 

As the older conception, that medical social work 
is advantageous only for the charity patient, broadens 
into the conception of a service to all patients who 
need assistance, regardless of financial status, then 
the problem of whether a small hospital needs a 
medical social worker will be simplified. 

I cannot stop without saying a word about the 
qualifications of the worker in a small hospital. I 
believe it is important to have a worker with sound 
training, broad experience, and personality, particu- 
larly if she is to be the only worker. If you are 
developing a new department it is a great advantage 
to the hospital to have it started on a sound basis. 
Favorable contacts with members of the hospital 
staff and with community agencies are especially im- 
portant at the beginning. Also, news of social work 
will spread rapidly among patients in a small com- 
munity. The success of the social service department 
will depend largely on these early impressions. 
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Coming Meetings 


CLEVELAND, OHIO 
American Hospital Association, Sept. 28-Oct. 2 
American Protestant Hospital Association, Sept. 26, 27. 28 
American College of Hospital Administrators, Sept. 26, 27, 28 
National Association of Nurse Anesthetists, Sept. 29, 30, Oct. 1 
American Occupational Therapy Association, Sept. 29, 30, Oct. 1 
Children’s Hospital Association, Sept. 30, Oct. 1 

















Ohio Hospital Association, Columbus, April 14-16. 

Joint Conference, North Carolina, South Carolina, 
and Virginia Hospital Assn., Old Point Comfort, 
Va., April 16-17. 

Association of California Hospitals, San Francisco, 
April 20-23. 

Association of Western Hospitals, San Francisco, 
April 20-23. 

Alabama Hospital Association, Montgomery, April 
6-7. 

Hospital Association of Pennsylvania, Pittsburgh, 
April 22-24. 

Colorado Hospital Association, Denver, April 28-29. 

Iowa Hospital Association, Des Moines, April 27- 
28. 

Mississippi Hospital Association, Greenville, May 4. 

Joint Conference, Illinois, Indiana, and Wisconsin 
Hospital Associations, Chicago, May 6-8. 

American Medical Association, Kansas City, May 
11-15. 

Michigan Hospital Association, Grand Rapids, 
May 28-29. 

Minnesota Hospital Association, S. Paul, May 14-15. 

Hospital Association of the State of New York, 
Buffalo, May 21-22. 

New Jersey Hospital Association, Atlantic City, 
June 4-6. 

Catholic Hospital Association, Baltimore, Md., June 
15-19. 

Manitoba Hospital Association, June 25-26. 

Mid-West Hospital Association, St. Louis, Mo., 
June 26-27. 

Connecticut Hospital Association, June. 

Hospital Association of West Virginia, White Sul- 
phur Springs, September or October. 

British Columbia Hospital Association, Victoria, 
September or October. 

American Public Health Association, New Orleans, 
La., October. 

American Dietetic Association, Boston, October 
11-16. 

American Dietetic Association, Boston, Oct. 11-16. 

Ontario Hospital Association, Toronto, Oct. 19-23. 

Kansas Hospital Association, McPherson, Oct. 31. 

American College of Surgeons, Philadelphia, Octo- 
ber 19-23. 
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E-D-I-T-O-R-I-A-L-S 


BETTER TIMES ARE HERE 
AGAIN 


Oo” HOSPITALS have their faces toward the rising 
sun. They have passed through the anxious 
years, made all of the rules of financial economy look 
silly, carried their increased load of charity service 
with more patient endurance than contentment. They 
have wearily climbed the rugged slopes with their 
added burdens. They have beaten back to stability, 
left many of their trials behind them, made the grade, 
and are now smiling in the enjoyment of better times. 

There are more beds occupied, more patients pro- 
viding revenue, more people reposing confidence in 
them, and more security coming to them than in the 
past eight years. 

They are buying more equipment, rehabilitating 
more of their buildings, gradually restoring salaries 
that necessity compelled them to reduce, and are 
giving a larger service to the public welfare in a 
better way than they have ever done before. 

They have learned the lessons of adversity, and 
they are keeping pace with better times. Let no one 
charge hospitals with being badly administered. 
Through the greatest discouragements in history they 
have survived. Fewer hospitals have failed finan- 
cially than banking institutions, fewer have taken ad- 
vantage of 77-B than commercial concerns, fewer 
have welched on their operating indebtedness than 
any class of business enterprise, and while all have 
experienced temporary financial deficits, not one 
among them has permitted a service deficit. 

Hospitals should no longer wail about deficits and 
depression. They are no longer members of the 
lodge of sorrow. When times were tough we were 
loudest in singing the ‘“Miserere,’ now that better 
times have come let us swell the chorus of the “Te 


Deum.” 
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THE NATIONAL HOSPITAL 
AND CLINIC SURVEY 


Ww" DO HOSPITAL ADMINISTRATORS think about 


questionnaires? The answer is sometimes not 
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fit to print. But among the pile now on adminis- 
trative desks are two questionnaires which we rec- 
ommend taking out and answering promptly. We 
will not make such recommendations often. It would 
hardly be safe. But this case is exceptional. 

The Surgeon-General of the United States Public 
Health Service has sent letters to every hospital in 
the United States regarding this survey. One of 
the two forms which he has sent is issued jointly by 
the Public Health Service and the United States 
Bureau of the Census. These two government bu- 
reaus are cooperating in the endeavor to collect fuller 
and more authoriative information about hospitals 
than has ever been available before. Their ques- 
tionnaire form was checked with the American Hos- 
pital Association, the American Medical Association 
and the American College of Surgeons. The other 
questionnaire concerns out-patient departments, a 
branch of work which we all recognize is becoming 
more and more important. 

Questions are included regarding the finances of 
hospitals on which there has never been satisfactory 
information on a national scale. Nothing will help 
us all more than to have correct and complete in- 
formation about the financial needs of hospitals. On 
such facts effective local appeals can feed. 

The government gives assurance that all informa- 
tion furnished will be held confidential ; the names of 
no individual institutions will be revealed. We should 
meet the Surgeon-General’s request not to help him 
out, but to help ourselves. 

se SF 


THE AMERICAN MEDICAL 

ASSOCIATION SURVEY OF 

HOSPITAL SERVICE IN THE 
UNITED STATES 


EB" YEAR the Council on Medical Education and 
Hospitals of the American Medical Associa- 
tion renders a signal service to the public, the medi- 
cal profession, and the hospital field, in making a de- 
tailed survey and a careful analysis of hospital serv- 
ice in the United States. 





This study has many objectives, all of which are 
good. To illustrate, in a period of national emer- 
gency or of disaster over extended areas the survey 
would show the location of every hospital, the char- 
acter of its professional service, the extent of its 
equipment, and the number of beds which could be 
made immediately available. 

In the education of the intern and the nurse, the 
survey locates with a definite clearness the hospitals 
that are approved for residencies in the specialties 
and for internship, and those which have approved 
medical school affiliations. 

Statistically, the survey is of the greatest service 
for here it analyzes the amount of the professional 
service rendered by our hospitals, and assembles it 
in detailed figures for the information of the public 
and the profession. Through the processes of the 
analyses of the professional work performed, it en- 
courages the hospital that renders an acceptable 
service, in an ethical manner, by placing the stamp 
of its approval upon them, and by including them ir 
the official registry. It disciplines those that fail in 
the performance of their professional services, or 
that are guilty of unethical conduct in their profes- 
sional or administrative relations by dropping them 
from the registry. 

The recorded material included in these surveys 
grows more valuable each year. For fifteen years 
the American Medical Association has been collecting 
this important information, and publishing its analy- 
sis. Ninety-six per cent of the hospitals, covering 
more than ninety-nine per cent of the hospital beds, 
are included in the survey for 1935. One hundred 
per cent of our hospitals covering every bed in the 
country should be included in the 1936 survey. 

Of the many varied and valuable service activities 
that the American Medical Association engages in, 
there is not one that serves the public or the medical 
profession better than conducting this study each 
year, and making its results available for the public 
information. It is unique in that it is most complete, 
that it is a voluntary effort, absolutely fair and un- 
biased in its inclusions, and supported and financed 
entirely by a voluntary organization. 

The work is under the general direction of the 
Council on Medical Education and Hospitals, and 
specifically under the capable direction of Dr. W. B. 
Cutter, secretary, and Mr. Homer Sanger of the 
Staff of the Council. 


TO THEIR GREAT CREDIT 


— STORY OF THE horrors and suffering entailed 


by the floods in the valleys of the Connecticut, the 
Potomac, and the Ohio rivers has yet to be written. 
The fragmentary reports sent out by verbose radio 
operators, and secured by aeroplane observers do, 
however, give us a dim appreciation of the realities 
which their victims have had to face. 

Be it said to the credit of hospitals that despite 
everything save actual physical destruction, they al- 
ways have and always will “carry on.” Lights may 
fail, water may fail, deliveries of fuel and food sup- 
plies may fail, but the hospital will in some way meet 
the emergency. Reserve supplies of fuel and food 
are usually sufficient for such emergencies, candle, 
flashlights, or emergency lighting systems permit 
difficult but uninterrupted operation, many readjust- 
ments in operating routines have been planned for in 
advance, and above all the fidelity and heroism of the 
entire personnel from superintendent and staff to 
the lowliest scullery worker can be depended upon 
to protect the lives and welfare of their helpless 


charges to the utmost of their physical capabilities. 


Hospitals are often charged with being unduly ex- 
pensively equipped and staffed. But it is in a large 
degree the necessity of providing for all emergencies, 
foreseen and unforeseen, which causes much of the 
expenditure to appear to the casual observer to be 
unjustified. The industrial or the commercial organ- 
ization can “lay up for repair,” or in an emergency 
simply suspend operation and no harm is done except 
for loss of wages or business income. The hospital 
can not stop their service or even hesitate for a single 
minute in the year. If they do the price paid must 
be reckoned in human suffering or in loss of life 
itself. 

And the problem for the hospitals will last long 
after the immediate emergency has passed. Already 
dread epidemics of typhoid, pneumonia, and 
diphtheria are beginning to show their gruesome 
hands. No one knows the toll they may take, or the 
increased burdens they will pile on the already crip- 
pled hospitals. 

In the face of the increasing demand upon their 
energies and facilities they must remain the self- 
sustaining, self-sufficient units, they have trained 
themselves to be. 

We do not know how they have met their prob- 


HOSPITALS 





lems. We do not even know yet what their particu- 
lar problems are or what problems they must face 
in the near future. This we do know—they will 
meet whatever demands are made upon them and 
acquit themselves with honor. 

The hospital remains the community’s Rock of 
Gibraltar in time of trouble or catastrophe. The 
hospitals of Hartford, Middletown, Pittsburgh, 
Wheeling and the other cities in the flood areas have 
given a heroic service in this emergency. 

Fe ee 


THE INSTITUTE FOR HOS. 
PITAL ADMINISTRATORS 


i ADVANTAGES of refresher courses for hospital 
administrators are well recognized, particularly 
by those who have been in attendance on such courses 
from year to year. The American Hospital Associa- 
tion has been greatly interested in the training of ad- 
ministrators for many years. Various plans were 


discussed and some were placed in operation with 
indifferent results. 

Three years ago the Association organized its first 
Institute, and with the co-operation of the University 
of Chicago and the Chicago Hospital Association, it 
was conducted successfully and to the definite ad- 
vantage of the registrants. Each year since that 
time the Association has organized and conducted 
the Institute, held on the campus of the University 
of Chicago under the same auspices and with the co- 
operation of the same organizations. It has become 
an annual event, with increasing value to the regis- 
trants and increasing benefits to the institutions that 
send their administrators for instruction. 

The Institute this year will be held September 9 
to 23, closing so as to permit those who desire to 
attend the Cleveland convention without loss of time. 

The Committee on the Institute has arranged 
courses that will interest all administrators. It is 
already attracting a large interest and it will have a 
large registration. It is intended to arrange these 
refresher courses so as to enable the administrator to 
keep in close touch with the progress of hospital 
operation, with the least expenditure of time and 
money. 

Application blanks covering the registration are 
now available, and it is requested that those who wish 
to attend make their reservation as soon as con- 


venient. 
es se 


THE CLEVELAND 
CONVENTION 


. OF HOSPITAL ASSOCIATIONS held so 
far this year have been marked by an unusually 
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large attendance. After years of effort on the part 
of hospital associations, hospital people have come 
to know the advantages that fall to them through at- 
tendance at their annual conventions. 

The Cleveland convention will be the largest con- 
vocation of hospital people held during the year. The 
plans for the convention have progressed to the 
point where its success is assured. 

It will have a program that will interest every class 
of hospital worker—the trustee, the staff member, 
the administrator, the Ladies’ Auxiliary, the nurse, 
the dietitian, the plant superintendent, the medical 
social worker, and the record librarian. 

Meeting with the American Hospital Association 
in Cleveland will be the American Protestant Hos- 
pital Association, the Association of Nurse Anes- 
thetists, the American Association of Occupational 
Therapy, and the Children’s Hospital Association. 

The College of Hospital Administrators will hold 
its annual convocation immediately preceding the 
opening of the American Hospital Association con- 
vention, on Monday, September 28. 


“APPROVED BY 
HOSPITALS — ?” 


at PRACTICE of some more or less irresponsible 


manufacturers and sales agencies, in labeling 
their products as “Approved by Hospitals,” or “Hos- 
pital Brand,” etc., can be interpreted in no other way 


than as an effort to deceive the prospective purchaser 
of their wares. The use of the word “Hospital” to 
advertise fictitious articles should be condemned. It 
misleads the purchaser and injures the hospital in the 
public mind. The prospective purchaser may be cer- 
tain that if such articles are so approved the label 
or the advertising will state in clear terms what 
organization has given its approval. Where, how- 
ever, the label or the advertising uses such hazy and 
equivocal term as “approved by hospitals,” “ap- 
proved by the medical profession,” “Medicinal 
brand,” or the like, it is fair to assume that they have 
not been so approved, else they would give the name 
of the particular agency which has approved them. 

Such advertising is to say the least unethical. 
While the product may not be injurious, the con- 
science which will wink at deception in advertising 
may quite reasonably be expected to wink at a similar 
deception in the composition of its product. In any 
case such advertising is all directed at self medica- 
tion which is in effect treatment without diagnosis, 
and no one familiar with medical or hospital prac- 
tice needs to be reminded of the dangers inherent 
in any such procedure. 





Nursing Schools—Today and Tomorrow 
CARRIE WOODS 


Superintendent of Nurses, Norton Infirmary, Louisville, Kentucky 


I. pIscussING “Nursing Schools—Today and 
Tomorrow,” I fully realize that it is a topic about 
which there is much controversy. We are all familiar 
with the recent reports of the grading committee. 
We have been told, among other things, that we 
have too many nursing schools; that our present 
curriculum is in many cases, inadequate to meet the 
demands and needs of the public today; that many 
hospitals are attempting to run schools with insuff- 
cient nursing experience and equipment; that we 
are graduating nurses poorly prepared to meet the 
keen competition to which they are subjected; and 
that we are accepting into our schools too many 
students. Steps have been taken to remedy many 
of these conditions—many small schools have been 
closed; the size of the school has been limited; and 
schools everywhere are attempting to enrich their 
programs. 

Some of the pertinent questions we are facing to- 
day are: Is a college education desirable for all 
students entering a nursing school? Shall the 
science courses be a prerequisite? Shall the nursing 
course be lengthened? Shall it be shortened? Shall 
students be required to meet all expenses incurred 
during their course? Shall students be charged a 
tuition fee? Shall the hospital evaluate the students’ 
services according to the length of time in the school 
and pay the school for this nursing service? Shall 
the school be entirely divorced from the hospital and 
operate under a separate budget and management? 
Who shall control the school? Shall only schools 
with a college or university affiliation be allowed to 
maintain their schools? 

Frankly, I do not know the answers to these ques- 
tions. In the schools of tomorrow I do not visualize 
a Utopia. I do not believe that as nurses we know 
yet, just exactly what type of school is desirable. I 
am firmly convinced that each community must make 
an intelligent effort to determine the type of school 
that community needs. This can be done by means 
of surveys and the school curriculum will then be 
built to meet the community needs. I do not be- 
lieve that it is wise to attempt to entirely standardize 
our schools. We all know that nursing attracts a 
wide range of personalities ; that many students who 
do remarkably good work in the small school, com- 
pletely lose their identity in a large university school. 
I believe we must allow young women considerable 
latitude in their choice of the type of school they 
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wish to enter. We have a great variety of colleges 
and universities, why not assumie that the same con- 
dition should exist in our nursing schools? 

There are, however, some very definite changes 
that will be brought about in the school of tomor- 
row, changes that each of us can help effect. In 
all fairness to the young women who are seeking en- 
trance to our schools, I believe we must set up cer- 
tain minimum requirements; that hospitals desiring 
to maintain schools must meet certain definite stand- 
ards; and that hospitals who are unable to meet 
these standards should close their schools. Let us 
consider briefly some of these changes. 

The Nursing Curriculum 

At the present time we are facing a changing em- 
phasis in medicine—the public has become health 
conscious. Prevention and not cure is the watch- 
word today. Health education is being constantly 
stressed. In our popular magazines, as well as the 
professional ones, in the daily newspaper, over the 
radio, in public addresses, we read and hear as never 
before, discussions designated to improve our gen- 
eral health and to aid in preventing illness. The 
average lay person today knows as much about im- 
munization, the care of cardiac cases, the preven- 
tion of preventable disease and infant care as the 
average nurse of twenty years ago. Even our medi- 
cal terminology is becoming familiar to the lay group. 
What then are the implications for nursing. 

In the first place we must give a broader educa- 
tion in preventive medicine if our nurses are to be 
prepared to teach an already interested and enlight- 
ened public. We shall plan for more theoretical 
work along all lines and particularly in general teach- 
ing methods and in methods of health education. Our 
nurses must know how to teach and must have a 
better understanding of individual patients and of 
community needs and problems. This means the 
inclusion of courses in psychology, sociology, and 
health teaching in the curriculum. Our students must 
be prepared to enter the lower level positions in the 
important and rapidly expanding public health field, 
as well as institutional and private duty positions. 

We shall, therefore, plan in our hospitals, for ad- 
ditional personnel and time so that a nice balance 
may be maintained between theory and practice, a 
balance that will assume training in fine finished 
nursing. I am sure we all realize that not only must 
our theoretical course be enriched, but we shall also 
plan for a well rounded practical experience. The 
services in the school will be carefully rotated so that 
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all students have a regular service in medical nurs- 
ing, surgical nursing, obstetrical nursing, operating 
room, diet kitchen, and the out-patient department. 
In addition we shall supplement these required serv- 
ices with affiliations in pediatrics, public health 
nursing, contagious disease nursing, psychiatric nurs- 
ing, and tuberculosis nursing, if these services are 
not available in our hospitals. To hospital adminis- 
trators this plan for several affiliations is extremely 
important, because it means that many small schools 
will have to work out plans whereby their senior 
students will be absent from the home school for at 
least ten months. This will throw the balance of 
the load of the nursing care on the graduate nurse 
and subsidiary staff rather than the student body. To 
meet the needs of the public, we shall have to begin 
very soon to face and to meet this very important 
problem. 


Health and Recreational Program 

In the school of tomorrow not only shall we have 
an improved curriculum, but the recreational phase 
of nursing will be carefully planned, and a good 
health program will be an integral part of the school 
program. A careful health check up on entrance, 
with immunization against recognized preventable 
diseases and correction of minor physical defects will 
be enforced in all schools. This, with yearly or 


semi-yearly health examinations, and constant health 
supervision and advice will insure a healthier and 


happier group of students in our schools. 


Good libraries will be found in every school— 
libraries with up-to-date fiction and non-fiction, as 
well as recent reference books; popular and profes- 
sional magazines; and daily newspapers. No mat- 
ter how small or how poor the hospital, I believe a 
certain definite sum should be set aside and desig- 
nated each year for the up-keep of the school library. 

An interesting and varied social program, planned 
and carried out by the students, with the help of 
their class sponsors will assure a more interesting 
and alert young woman, with a well rounded per- 
sonality. 

The Student Body 

With the enriched curriculum we shall plan more 
carefully and set up more rigid requirements for 
entrance to our schools. We can not afford to ac- 
cept students indiscriminately and then drop a large 
percentage at the end of the expensive and difficult 
preliminary period. A minimum of high school 
education will be required, and we shall select only 
students who are well qualified to meet the college 
entrance requirements. We shall make use of per- 
sonality and intelligence tests, personal interviews, 
references from responsible individiuals in the 
student’s community, careful health examinations, 
including laboratory tests and x-ray examinations, 


April, 1936 


a 
and a careful study of the cultural background of 
the student. Students will be accepted on the basis 
of personal fitness and adaptability to nursing. 


The Nursing Staff 


To meet the new curriculum, we shall need in our 
schools of tomorrow a better prepared and more 
widely experienced nursing staff. It is unfair to 
our students to employ staff nurses less well pre- 
pared than the students. Our staff will be trained 
in methods of teaching. They will have had post: 
graduate courses in their specialties. They will be 
interested in advancing nursing education; active 
members of their nursing organizations ; subscribers 
to professional magazines; keen, alert, up-to-date 
young women, interested in developing the possi- 
bilities of each student. To draw and to hold a 
nursing staff such as this, and to meet the competi- 
tion now offered by the public health organizations, 
our institutional positions will be more attractive than 
they are today—they will offer better salaries, 
shorter working hours, more freedom in living away 
from the hospital, a good staff education program, 
and opportunities for personal advancement. 

Needless to say, we shall have a substantial gen- 
eral duty group to supplement and assure a smooth, 
uninterrupted and continuous nursing service to the 
patient at all times. The size of this group will de- 
pend on the size and type of hospital. 


The Subsidiary Group 


Under this new plan we shall have a much larger 
group of attendants, maids, and orderlies in all of 
our hospitals. Economically we can not afford to 
pay graduate nurses or allow students indefinitely 
to assume tasks that can be carried out more effi- 
ciently and more skillfully and at far less expense 
by less well educated persons. Each hospital will 
determine by surveys just what duties this group 
may safely take over, and some plan for training 
these workers will be evolved. 

In conclusion, I believe that the problems of the 
nursing school are so closely linked to those of the 
hospital administrator that at the present we are 
both helpless without the fullest cooperation from 
each other. We need your aid in helping us work 
out our plans; in helping us educate our hospital 
boards and the general public to the needs of the 
nursing school. I trust that you do not feel that we 
are demanding the impossible of the hospital in our 
anxiety to improve our schools. We are fully cog- 
nizant of the economic problems you face and the 
economic condition of our hospitals. We do not 
expect these changes to be brought about over night. 
We do ask your interest and your support in gradu- 
ally working out, just as rapidly as possible, a pro- 
gram that will put our schools on a sound profes- 
sional basis. 





Group Hospitalization Plans Forge Ahead 


C. RUFUS ROREM, Ph.D., C.P.A. 


Consultant in Group Hospitalization, American Hospital Association; Associate Director for 
Medical Service, Julius Rosenwald Fund, Chicago ; 


 .. YEAR 1935 witnessed a continuation of 
the growth in group budgeting plans for hospital 
care, both in number of plans and in enrollment. 
The subscribers to sixty periodic payment plans for 
hospital service include at least 300,000 persons on 
March 1, 1936. The enrollment has been increasing 
rapidly during the past six months. No two plans 
are exactly alike. They vary somewhat in annual 
rates and scope of benefits, but each one enables sub- 
scribers to make regular and equal payments of fifty 
cents to $1.00 monthly into a common fund, which 
is used to pay for hospital services when the indi- 
vidual members require such care. 

Experience has justified the standards established 
by the American Hospital Association three years 
ago, namely, (1) emphasis on public welfare, (2) 
non-profit sponsorship and control, (3) free choice 
of hospital and physician, (4) limitation of benefits 
to hospital care, (5) ethical and dignified promotion, 
and (6) economic and actuarial soundness. Every 
plan which offers free choice of hospital and is or- 
ganized on a non-profit basis is growing rapidly in 
membership. Single hospital plans, with few excep- 
tions, are not flourishing, and those operated as 
private business enterprises have not enrolled large 
numbers. 


New Plans and Present Enrollment 


Following the special legislation in 1934 in New 
York State covering the formation of non-profit hos- 
pital service corporations, the Associated Hospital 
Service of New York, Inc., was established and be- 
gan operations in May, 1935. On March 16, 1936, 
more than 62,500 subscribers had been enrolled. 
Since that time similar plans in New York State 
have been organized at Geneva, Middletown, Roch- 
ester and Syracuse. Other city-wide non-profit plans 
established since May 1, 1935, include the follow- 
ing cities; Norwalk, Connecticut ; Wilmington, Dela- 
ware; the State of North Carolina; Kingsport, Ten- 
nessee; Norfolk, Virginia; Wise, Virgina; and St. 
Louis, Missouri. On July 1, 1935, the St. Paul Hos- 
pital Service Association codperated with the Minne- 
apolis hospitals to form the Minnesota Hospital Serv- 
ice Association. As a result, the four thousand mem- 
bership enrolled during the first two years increased 
to 15,000 subscribers within eight months. Table I 


gives the number of employed subscribers and de- 
pendents participating in eighteen group hospitaliza- 
tion plans known to have at least 5,000 persons en- 
rolled on or before March 1, 1936. 


TABLE I 


Number of Employed Subscribers and Depend- 
ents in 18 “Group Hospitalization” Plans 
Known to Have Enrolled at Least 
5,000 Persons on March 1, 1936 


Employed  De- 
Sub- pend- 


City-Wide Plans scribers ents 


Sacramento, California 3,153 
Minneapolis & St. Paul, Minn. . 15,279 22,918 
New Orleans, Louisiana 31,815 
Durham, North Carolina : 7,000 
Cleveland, Ohio ; 2,100 
New York City, New York...43,617 11,705 
Rochester, New York 12,787 
Houston, Texas 500 
Bluefield, West Virginia...... 3,357 5,229 
Charleston, West Virginia.... 2,110 4,220 
Washington, D.C. (Oct., 1935).15,898 None 
Newark, New Jersey 600 1,000 


Single-Hospital Plans 


Baylor University Hospital, 

WOR AR! oe U res ae eee ers 12,647 5,015 
Methodist Hospital, Dallas..... 4,000 1,500 
St. Paul’s Hospital, Dallas.... 4,400 2,000 


Single-Enterprise Plans 
Goodyear Relief Assn., Akron, 
Ohio 
General Electric Co., Ft. Wayne, 
Ind. 5 
General Electric Co., Schenec- 


We Mo isc 11,393 


Patient Days Per Subscriber-Year 


Have these plans been economically and actuarially 
sound? Have the subscriptions been sufficient to 
provide the services included in the contract? Have 
the hospitals been adequately remunerated for their 
participation in the plans? 

At the present time, in each of the free choice 
non-profit plans, the employed subscribers are re- 
quiring less than one patient-day of care per sub- 
scriber year of membership. Detailed data for six 
plans are shown in table II. The Rochester, New 
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York, plan reports utilization of approximately .4 
patient-days per subscriber-year, in part because pay- 
roll deductions have been arranged for most sub- 
scribers, and in part because there are enrolled one 
group of 5,000 employed persons and another of 
more than 1,200. The experience of the Rochester 
plan indicates the possibilities of providing care at 
very low rates when large groups are enrolled with 
high percentages of membership. The experience 
of the General Electric Company with 12,000 sub- 
scribers in Schenectady, New York, and 5,000 sub- 
scribers in Fort Wayne, Indiana, shows a utilization 
of slightly less than .4 patient-days per subscriber- 
year. The 20,000 employees of the Goodyear Tire 
and Rubber Company at Akron, Ohio, have for eight 
years required an average of .5 patient-days per sub- 
scriber-year of membership. 


TABLE II 


Patient Days Per Subscriber Year for Certain 
Free-Choice Group Hospitalization Plans 
During All Or Parts of the Year 1935 


Patient Patient 
Days Days 
Bases of Calculation Per Per 
— Sub- Sub- 
Location of Subscriber Patient scriber scriber 
Plan Months Days Month Year 


Cleveland 138,192 8357 .061 73 
New Orleans ... 77,426 5,666 .073 88 
New York City. 110,952 7,611 .068 83 
Rochester, N. Y. 77,891 3,235 .042 50 
Minneapolis & 

St. Paul 3,086 .064 ws 4 
Houston, Texas. 104,352 7,425 .071 85 


Inasmuch as most of the subscription rates are 
established so that one day of care could be provided 
for each subscriber year, several plans have accumu- 
lated cash balances which will be used in one of four 
ways: (1) anticipating emergencies, such as epi- 
demics ; (2) expanding benefits to subscribers; (3) 
increasing payments to hospitals; (4) reducing the 
subscription rates for future periods. 


Enrollment of Dependents 


The more recently formed plans have all made 
provisions of some kind for the inclusion of depend- 
ent subscribers. In New York City an employed 
person may enroll all or any of his dependents at 
exactly the same rate which he pays for himself, 
namely eighty-five cents per month. Each dependent 
is entitled to the same benefits as the employed per- 
son, namely twenty-one days of semi-private hos- 
pitalization, including certain designated special 
services. In Cleveland an employed subscriber may 
enroll his dependents by paying, for each, fifty per 
cent of the rate which he pays for himself, which is 
seventy-five cents per month. Dependents are en- 
titled to a fifty per cent discount on the hospital 
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services which a subscriber would receive without 
extra charge. 

A somewhat different arrangement in Rochester, 
New York, permits the subscriber (who pays sixty- 
five cents per month) to enroll one dependent for 
thirty-five cents per month and all others for an addi- 
tional thirty cents per month. The dependent is en- 
titled to fifty per cent discount on hospital services. 
This means that for a total of $1.30 per month, an 
employed person in the Rochester plan may enroll 
himself for certain designated services, and will be 
entitled to a fifty per cent discount on any bills in- 
curred by his dependents. 

In the Minnesota plan subscribers are entitled to 
enroll their dependents for “one-third discount on 
hospital bills” by paying an additional fee of $1.00 
per year. In New Orleans the dependents of en- 
rolled subscribers are entitled to one-third discount 
on hospital bills, but no extra charge is made to the 
subscriber beyond the rates of seventy-five cents 
monthly for multiple-bed rooms and $1.00 monthly 
for single-bed accommodations. The Baylor Hos- 
pital plan at Dallas, Texas, has a flat-rate for the 
enrollment of dependents. The subscriber, whose 
rate for himself is seventy-five cents per month, pays 
an additional $1.00 per month for the enrollment of 
his entire family. Any member of the family may 
receive the benefits to which the subscriber himself 
is entitled, except that the dependent must pay fifty 
per cent of the board and room charges for the type 
of accommodations occupied. 

Where the dependent receives “full coverage” he 
tends to use more hospitalization per subscriber-year 
than is used by the employed person. This results, 
of course, from the fact that dependents do not in- 
cur a loss of income during the period of hospitaliza- 
tion. As an illustration, in New York City em- 
ployed subscribers utilized .83 patient-days per sub- 
scriber-year, whereas dependents used 1.4 days per 
dependent year of membership. The discount basis 
of including dependents avoids requests for excessive 
hospitalization under the plan. This has proved to 
be the case in Minnesota, at the Baylor University 
Hospital, in New Orleans, and in Rochester, New 
York. 


Utilization Compared for Men and Women 


Other things being equal, women subscribers use 
more hospital service than men. This is true both 
for employed subscribers and dependents. In New 
York City where the average utilization by employed 
persons was .83 patient-days per subscriber-year, the 
average for male employees was .62 days and for 
female employees .94 days. In Washington, D. C., 
where the average for men was .75 days, the average 
for women was 1.2 days. In Houston, Texas, where 





the average was .6 days for men, there was an aver- 
age of 1.2 days for women. The increased utiliza- 
tion results from a slightly higher proportion of ad- 
missions and a slightly longer average stay. The 
question arises, should a higher rate be charged for 
similar services to employed women than is charged 
to employed men? Ona strictly business basis, such 
a differentiation would need to be made. In a plan, 
however, intended primarily for public benefit, a 
uniform rate is recommended even though there is 
a difference in utilization. The average income of 
women employees tends to be lower than for men, 
and a higher rate for women would tend to exclude 
a large number of them from participation in group 
budgeting for hospital care. 


The number of people using hospital service in 
the course of a year ranges widely, although it tends 
to be about twelve per cent. The rates for Roch- 
ester, New York, were 7.8 per cent; for the Baptist 
Hospital in Memphis, 11.9 per cent; for Houston, 
Texas, 11.7 per cent; and for Washington, D. C., 
12.8 per cent. Other accumulated figures are as 
follows: Cleveland, 8.9 per cent; New Orleans, 
10.9 per cent; Newark, 7.9 per cent; Bluefield, West 
Virginia, 12.4 per cent; Shreveport, Louisiana, 13.5 
per cent; Baylor University Hospital at Dallas, 8 per 
cent; St. Paul’s Hospital, Dallas, 10.2 per cent; and 
Methodist Hospital, Dallas, 10.5 per cent. 

The average length of stay of group hospitaliza- 
tion patients is somewhat less than for the general 
run of acute hospital illnesses. There is a relatively 
large number of cases admitted for care who would 
otherwise be taken care of in homes. The following 
indicate the average length of stay for a few typical 
group hospitalization plans during the year 1935: 
Bluefield, West Virginia, 9.5 days; New Orleans, 
8.0; Houston, 7.9; Cleveland, 8.1; Baptist Hospital 
in Memphis, 6.9; Baylor University Hospital in Dal- 
las, 7.5; Memphis Hospital Service, 7.6 days. 


Payroll Deduction Versus Direct Method 
of Payment 


Subscribers enrolled on a “payroll deduction” 
basis require less hospitalization, on the average, than 
other groups. The Baylor University Hospital regu- 
larly makes a ten-cent monthly allowance for groups 
which remit by the payroll deduction method. This 
policy was developed after a careful study of the ex- 
perience with several hundred groups using the dif- 
ferent methods of payment. A special analysis in 
New York City indicates that employed males en- 
rolled on a payroll deduction basis required .47 pa- 
tient-days per subscriber-year as compared with .69 
days for the others. Employed females enrolled on 
a payroll deduction basis used .71 days as compared 
with 1.03 days for other employed women. The 


difference in utilization appears to result from a com- 
bination of several factors. Employees enrolled 
through payroll deduction do not “drop out”; they 
usually enroll in larger numbers or higher percent- 
ages within the group; they appear to have a more 
definite feeling of responsibility for the success of the 
hospitalization plan. 


Individual Subscribers 


Enrollment of “individual subscribers” involves 
high overhead expense for collection and bookkeep- 
ing, and they tend to demand much care. The public 
welfare may require that some individual subscrib- 
ers be permitted to enroll, with their families. Such 
persons would include field representatives of an or- 
ganization with headquarters in another city. Us- 
ually there is some employed group of at least five or 
ten persons with whom an individual can enroll. 
Where, however, this is impractical individuals may 
be enrolled with the following restrictions: (a) a 
waiting period following application for membership 
of from sixty to ninety days; (b) annual, rather than 
monthly, payments. The Sacramento, California, 
plan permits individuals to enroll on this basis and 
a similar privilege is allowed in Durham, North 
Carolina. 


Payments to Participating Hospitals 


The usual method of payment from hospital serv- 
ice associations to participating hospitals is an uni- 
form all-inclusive rate per patient-day. This policy 
is followed in New York City, Cleveland and New 
Orleans where the rate is $6.00 per patient-day, with 
no extra payments for the various special services. 
The rate is $5.00 per day in the Minnesota plan. In 
Rochester, New York, and Durham, North Carolina, 
the plans provide for payments of $5.00 per day, for 
board and room service, with additional uniform 
rates paid from the association for special services 
required by subscribers. For the first 1,600 days of 
care in Rochester, New York, the payments to par- 
ticipating hospitals represented an average of $6.20 
per day. Among the single hospital plans, the insti- 
tutions receive a flat rate per member-month of en- 
rollment rather than per patient-day of service. Dur- 
ing the year 1935 the Baylor University Hospital’s 
revenue from group hospitalization patients was 
equal to $6.66 per patient-day of care to subscribers. 


Working Capital and Administrative Expenses 


Hospital service plans should not be started on a 
“shoe-string.” The initial working capital should 
be obtained through gifts or loans. Private investors 
should not be allowed to underwrite hospital service 
plans, nor should the thrifty early subscribers be 
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forced to provide the working capital pending enroll- 
ment of other members. Large amounts of capital 
are not required. The cash gifts or loans in the fol- 
lowing cities were: New York, $30,000; Cleveland, 
$7,000 ; New Orleans, $5,000; Rochester, New York, 
$3,000; Washington, D. C., $4,000. In each case 
cash balances were accumulated within six months, 
sufficient to repay the loans. 

At the present time the administrative and sales 
expenses of non-profit, free-choice plans is less than 
twenty per cent of the monthly earnings from sub- 
scriptions. The ratios in New York, Cleveland, and 
St. Paul and Minneapolis are all below this figure 
and the Rochester, New York, plan with its rapidly 
developed membership reports less than twelve per 
cent. During the early months of organization the 
ratio of administrative and sales expenses to total 
subscriptions is, of course, much higher than these 
amounts. But when a reasonable number of sub- 
scribers have been obtained the proportions are re- 
duced. This is the strongest argument against the 
employment of commercial concerns in administra- 
tion. A private investor or promoter might save 
money for the hospitals and subscribers during the 
first few months of the plan, but he causes a higher 
expense after the membership has increased. 

In some states group hospitalization plans are 
ruled as insurance and in others they are classified 
as contracts of service. Each plan should be organ- 
ized and developed in accord with the laws of the 
respective commonwealths. The special legislation 
in New York, by which non-profit hospital service 
corporations are regulated jointly by the Commis- 
sioner of Insurance and the Department of Welfare, 
has recently been adopted in Illinois, California and 
Alabama. The group budgeting for hospital care 
should move forward under the appropriate auspices 
with adequate supervision from the official regulatory 
body. 

Summary 

Employed people are interested in and will un- 
doubtedly continue to enroll in hospital service plans 
where the benefits are available at reasonable rates, 
under non-profit auspices, and with free choice of 
hospital. Dependents must ultimately be included 
in a satisfactory budgeting program. Subscribers 
use more care than the general population. Women 
require more service than men, and individual sub- 
scribers require more than those who enroll in 
groups. The payroll deduction method of payment 
reduces unnecessary hospitalization. Hospitals have 
been adequately remunerated for the services they 
have rendered to subscribers, and the various plans 
have been operated with reasonable administrative 
expenses.. The non-profit free choice hospital plans 
have accumulated adequate cash balances to take care 
of epidemics or emergencies. 
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Group Hospitalization Plans in the United States 
(as of March 1, 1936) 


California Hospital Benefit Assn., 1414 S. Hope, 
Los Angeles, California. 

Superior California Hospital Assn., 2820 L Street, 
Sacramento, California. 

Associated Hospital Service Fund, E. Santa Clara 
and 14th, San Jose, California. 

Hospital Service Plan, Inc., 24 Stevens St., Nor- 
walk, Connecticut. 

Group Hospital Service, Inc., 5108 DuPont Bldg., 
Wilmington, Delaware. 

Group Hospitalization, Inc., Transportation Bldg., 
Washington, D. C. 

St. Luke’s Hospital, Jacksonville, Florida. 

Samaritan Hospital, Nampa, Idaho. 

Rockford Hospital Service Assn., Rockford, Illi- 
nois. 

University Mutual Benefit Hospital Assn., Univer- 
sity of Illinois, Urbana, III. 

General Electric Mutual Benefit Assn., 1635 Broad- 
way, Ft. Wayne, Indiana. 

Methodist Hospita!, Gary, Indiana. 

Community Hospital, Grinnell, Iowa. 

Golden Rule Hospital, Kansas City, Kansas. 

Wesley Hospital & Nurses Training School, Wich- 
ita, Kansas. 

Kentucky Baptist Hospital, Louisville, Kentucky. 

St. Joseph’s Hospital, Louisville, Kentucky. 

Flint-Goodridge Hospital, New Orleans, Louisiana. 

Hospital Service Assn. of New Orleans, 602 Ameri- 
can Bank Bldg., New Orleans, Louisiana. 

Mutual Hospital Service, Inc. (3 hospitals), 816 
City Bank Bldg., Shreveport, Louisiana. 

Minnesota Hospital Service Assn., 2388 University 
Ave., Midway, St. Paul, Minnesota. 

Research Hospital, Kansas City, Missouri. 

Group Hospital Service, Inc., 634 N. Grand Blvd., 
St. Louis, Missouri. 

Elizabeth Hospital, Elizabeth, New Jersey. 

Morristown Memorial Hospital, Morristown, New 
Jersey. 

Associated Hospitals of Essex County, Inc., 744 
Broad St., Newark, New Jersey. 

Hospital Service Corporation, Geneva General Hos- 
pital, Geneva, New York. 

Horton Hospital Service Corp., 60 Prospect Ave- 
nue, Middletown, New York. 

Associated Hospitals of New York, Inc., 370 Lex- 
ington Ave., New York City. 

Rochester Hospital Service Corporation, 9 Reynolds 
Arcade, Rochester, New York. 

Syracuse Hospital Service Corp., 327 Montgomery 
St., Syracuse, New York. 

Hospital Savings Association, Chapel Hill, North. 
Carolina. 

Hospital Care Assn., Inc., Trust Bldg., Durham, 
North Carolina. 

Elkin Mutual Aid Assn., Hugh Chatham Memorial 
Hospital, Elkin, North Carolina. 





St. Leo’s Hospital, Greensboro, North Carolina. 

Goodyear Relief Association, Akron, Ohio. 

Cleveland Hospital Service Assn., 1900 Euclid Ave- 
nue, Cleveland, Ohio. 

Good Samaritan Hospital, Sandusky, Ohio. 

Youngstown Sheet & Tube Co., Employees Benefit 
Assn., Youngstown, Ohio. 

Farmers’ Union Cooperative Assn., Elk City, Okla- 
homa. 

Hospital Mutual, Inc., 700 N. W. 19th, Oklahoma 
City, Oklahoma. 

Associate Membership Plan Dept., Easton Hospital, 
Easton, Pennsylvania. 

Black Hills Methodist Hospital, Rapid City, South 
Dakota. 

Holston Valley Community Hospital, Kingsport, 
Tennessee. 

Fort Sanders Hospital, Knoxville, Tennessee. 

Memphis Hospital Service (3 Hospitals), Memphis, 
Tennessee. 

Baptist Memorial Hospital, Memphis, Tennessee. 

Baylor University Hospital, Dallas, Texas. 

National Hospitalization System (2 hospitals), 
Praetorian Bldg., Dallas, Texas. 

Hospital Service Assn. (6 hospitals), 812 Central 
Blidg., Houston, Texas. 

Hospital Service Assn. (8 hospitals), 502 Central 
Bldg., San Antonio, Texas. 

Tidewater Hospital Service Assn., 203 Granby St., 
Norfolk, Virginia. 

Association of Southwest Virginia Hospitals, Wise, 
Virginia. 

Brattleboro Hospital Service Association, Brattle- 
boro, Vermont. 

Associated Hospitals of Bluefield, 404 Bland St., 
Bluefield, West Virginia. 

Hospital Service, Inc., Kanwha Valley Bldg., 
Charleston, West Virginia. 


Group Hospitalization Plans in Canada 


(List taken from Report of the Committee on Group 
Hospitalization of the Canadian Medica! Associa- 
tion, Toronto, issued during the summer of 1935.) 


Nova Scotia Hospital 


St. Joseph’s and Glace Bay Gen- 
eral (separate). 

Inverness County Memorial or 
St. Mary’s Hosp. (separate). 


Glace Bay 
Inverness 


New Glasgow 

Stellarton Aberdeen Hospital, New Glas- 
Trenton gow. 

Westville 

Sydney Mines Harbour View Hospital. 
Sydney St. Mary’s Hospital 


New Brunswick 


Bathurst 
Saint John 


J. H. Dunn Hospital. 
Saint John General (being ar- 
ranged). 


Ontario 


Kingston Kingston General and Hotel 
Dieu Hospitals (choice). 

Cobalt Mines Hospital 

McKellar General Hospital. 


(Under consideration.) 


Cobalt 
Fort William 
Toronto 


Saskatchewan 


Yorkton 
Wadena 


Alberta 
Lethbridge 


Queen Victoria Hospital. 
Wadena Union Hospital. 


St. Michael’s Hospital and Galt 
Hospital (separate). 

Royal Alexandria Hospital. 

University Hospital. 

Miséricordia Hospital. 

Edmonton General Hospital. 

Drumheller Municipal Hospital. 


Edmonton 


Drumheller 
British Columbia 


Nanaimo 
Duncan 

Port Alberni 
Kamloops 
Invermere 


Nanaimo General Hospital. 
King’s Daughters’ Hospital. 
West Coast General Hospital. 
Royal Inland Hospital. 
Windermere District Hospital. 
Merritt Nicola Valley General Hospital. 
Nakusp Arrow Lakes Hospital. 
Campbell River Lourdes General Hospital. 
Bella Bella R. W. Large Memorial Hospital. 
Kelowna Kelowna General Hospital. 
Trail Trail-Tadanac Hospital. 
Chemainus (Under consideration.) 

Salmon Arm Salmon Arm General Hospital. 
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Dr. Rorem to Visit Europe 


C. Rufus Rorem, Associate Director for Medical 
Services of the Julius Rosenwald Fund, who has 
been serving as Consultant on Group Hospitaliza- 
tion for the American Hospital Association, will 
make a visit to England, the Scandinavian countries, 
and France during the coming summer to study ad- 
ministrative practice and community relations of hos- 
pitals. Dr. Rorem will give special attention to the 
relations between voluntary and governmental hos- 
pitals and the coordination of the system of general 
hospitals with private medical practice. He will also 
investigate the effects on hospital finance exerted by 
contributory plans, endowments and contributions, 
and systems of health insurance. The findings will 
be reported at the annual meeting of the American 
Hospital Association in Cleveland. 


—_~—_——_ 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associ- 
ation is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 
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Oxygen Consumption in Hospitals 


7. RAPID DEVELOPMENT of oxygen therapy 
nas brought with it many new and serious problems 
for the administrator. At first limited to a closely 
selected group of cases, further study of results has 
extended its use to such an extent that in one large 
hospital “it is almost routine for post operative 
cases,” and in another which has done extensive re- 
search work, the administrator says that they “are 
finding so many new types of cases to which it is 
beneficial that we dare not commit ourselves as to 
how far it will be demanded, even in the near fu- 
ture.” 

This study was undertaken to determine the rate 
of increase of the use of oxygen, both for thera- 
peutic and for anesthetic purposes, in the last four 
years. Questionnaires were sent to fifty-seven hos- 
pitals of more than 100 beds, selected on such a geo- 
graphical basis as to give a fair cross section of the 
country as a whole. The hospitals questioned were 
selected as representative of the best hospital prac- 
tice in that particular community. 

The results reported represent a fair cross sec- 
tion of the extent of the use of oxygen in the best 
regulated hospitals of the country, and is, therefore, 
probably a maximum for the present time. 


Results 


Of fifty-seven hospitals questioned, forty-four re- 
plied, but eight replies were rejected from the com- 
putation for the reason that the reports did not give 
sufficiently detailed information to permit of its be- 
ing reduced to a comparable basis. 

The reports of the thirty-six hospitals which gave 
adequate data were all reduced to a basis of con- 
sumption of oxygen per occupied bed per year for 
anesthetic purposes and for therapeutic purposes 
separately. 

In table 1 the reports have been arranged in order 
of geographical location of the reporting hospitals, 
from northeastern to southwestern United States. 
Table 2 shows average consumption in University 
as contrasted to non-University hospitals. In 
table 3 the per occupied bed per year consump- 
tion of oxygen for therapeutic purposes, and in 
table 4 that for anesthetic purposes has been plotted 
on the basis of medical schooi control of the staff. 
Those designated as “university” are hospitals in 
which the staff of the medical school is definitely the 
staff of the hospital; in the non-university group are 
both those which have teaching affiliations only, and 
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those which have no such teaching function. In all 
cases oxygen used for experimental or_purposes other 
than clinical therapeutic or anesthetic purposes was 
excluded from the calculations. 


Therapy 


From table 1 it is apparent that there is no par- 
ticular geographical element in the determination of 
the amount of oxygen consumed for therapeutic pur- 
poses. Three highest consumption rates are in hos- 
pitals in Pennsylvania, Wisconsin, and Texas, while 
the four lowest are in Massachusetts, New York, 
Ohio, and Missouri. 

The sharpest comparison is depicted in table 2, 
shown graphically in table 3,. which compares the 
thirteen university with twenty-three non-university 
hospitals, the former showing an increase from:151 
cubic feet in 1932 to 304 cubic feet in 1935, while 
the latter shows an increase from 87.5 cubic feet in 
1932 to 192.5 cubic feet in 1935. 

Since the: methods of administration have been 
constantly improving, and wastage has been decreas- 
ing, it is apparent that the increase in the amount 
consumed is somewhat less than the increase in the 
number of patient hours for the same period. While 
the rate at which individual hospitals increased their 
oxygen consumption is quite variable, the records 
of those which have used it over the longest period 
show a fairly consistent increase, the university hos- 
pitals increasing at a more rapid rate than the non- 
university, the non-university hospitals being about 
three years behind the non-university hospitals in 
consumption per patient per day. 

While the largest single user is a university hos- 
pital, the second and third largest users are not. 
In one instance a non-university municipal hospital 
records a consumption rate five times as high as does 
a university hospital in an adjoining city, and in an- 
other a municipal university hospital used nine times 
as much in 1935 as the leading voluntary non-teach- 
ing hospital in the same city. 

Since the types of cases to which oxygen therapy 
is applicable are increasing so rapidly, and since there 
is no dearth of clinical reports on its use, it would 
appear probable that it is financial reasons rather 
than hesitancy on the part of the staff which is con- 
stituting the most serious impediment to its broader 
use. Undoubtedly the demonstration that the less 
expensive industrial oxygen was clinically quite as 
satisfactory as the more expensive “medical” oxygen 
has had much to do with extending its use. 





TABLE 1 
OxyGEN CONSUMPTION IN CuBIC FEET PER AVERAGE OccuPiED Bep Per YEAR 


No. Classification Therapeutic Anesthetic 


1933 1934 1935 1932 1933 1934 
Non- University j 95.5 1180 1120 3.7 2.5 2.35 
Non- University d 588 320 900 688 43.6 39.5 
Non-University ; 74 8.2 13.6 13.5 7.86 9.07 
University ; 366.0 360.0 380.0 165.0 206.0 208.0 
Non-University : 30.2 aD: Ghz 8.6 9.0 7.82 
. Non-University . 955 294 360 1.52 1.53 1.43 
University 272.0 1538 214.0 199.0 194.5 158.5 
Non-University 135.0 330.0 606.0 14.7 16.7 12.6 
MEE is ste awees bet es 209.0 194.0 265.0 289.0 566 723 += 795 
University 118.0 201.0 2660 382.0 378 437 374 
Non-University ............ ie ee 96.8 23.4 18.1 22.8 
ERED vce kes opcrase ees MSD W2 Ze Zsa 403.0 311.0 333.0 
Non-University ............ . 1540 1570 1756 143.0 52.0 50.7 58.2 
Non-University ............ eo 664 1310 660 


University wn dis gee. SAD. SOO Te aes 4.14 
Non-University ......... Lie act : 97.5 1400 316.0 49.8 54.7 29.9 
ROE, Sein co's co aw ne waons S easc.. Oe”: TR > ae “ee 17.9 18.4 
Non-University ............ . 18.6 20.0 27.0 16.5 105.0 113.5 157.0 


Non-University ............ . 169.5 171.0 56.5 120.0 65.4 69.0 71.7 
20 — Non-University ............ . . O26 0.21 0.38 0.31 9.62 14.7 13.54 

Non-University ............ ’ . 92.5 104.0 131.2 54.2 49.2 17.2 
22 — Non-University : 168.5 3220 490.0 35.2 45.8 51.5 
23 — Non-University ............ ap 90.0 136.5 150.0 fate wae pies 
; ie [2 ae ae 
25 — University ; d : i ‘eas ae 
26 — Non-University 82.6 115.6 95.0 6.6 3.9 
27 — Non-University pee 85.0 200.0 213.0 eli 1.62 4.38 
28 —- University ; 404.0 342.0 533.0 76.9 1140 72.6 
29 — University ise 60.2 28.8 43.2 ode 31.8 25.6 27.0 
30 — Non-University 5 pis re os a meas Bidthe acs 5.95 
31 — Non-University <a 29.0 912 16.5 oer 26.1 26.1 23.4 
32 — University Nie 35.5 149.1 195.0 , 55.8 55.8 64.7 
33 — Non-University as sate io i oe ane vvivs ghnipte 13.1 
- — a arte i wierhin sa acetate Os 228.0 285.0 352.0 628.0 ee eins re bie’ 
35 — Non-University Shi 66.8 165.0 aes eck 4.47 3.1 
36 —- University 58.7 55.4 74.3 ; 19.9 23.6 27.6 


There are three methods for the administration while the other items, including salary of special 


of oxygen in general use,—the oxygen room, the 
oxygen tent, and the catheter method. - A fourth— 
the mask method—is sometimes used for short 
periods in an emergency, but is not satisfactory for 
continuous use. 


In the oxygen room and the oxygen tent methods, 
it is necessary to provide for rather accurate con- 
trol, not only of the oxygen concentration, but of 
the humidity and of the expired gases. This adds 
materially, both to cost of initial equipment and 
maintenance, and to nursing case and supervision 
during administration. While there is as yet insuf- 
ficient data on which to base estimates of the cost 
of these items, one clinic which uses the tent method, 
only in the past year has been able to reduce this 
cost to a point which was as low as the cost of the 
oxygen itself. Thus of a total cost of $6.29 per 
patient per day the oxygen consumed cost $3.76, 


technicians, amounted to $2.53 per patient per day. 
Advocates of the catheter method claim it uses no 
more oxygen than the tent or chamber method, and 
avoids practically all of the accessory costs. Reduc- 
ing and pressure gauges for the tank and a mod- 
erately inexpensive combined control and humidify- 
ing apparatus are all the equipment needed. The 
expired gases are so highly diluted with the room 
air as to obviate the use of apparatus required for 
control of humidity and expired gases and the spe- 
cial technicians needed for the more complex cham- 
ber or tent method. A recent central plant installa- 
tion at the University of Wisconsin provides for 
108 patients in 58 rooms, and is reported to have 
cost about the same as one oxygen room or six mod- 
ern oxygen tents. Another economy from the cen- 
tral plant installation arises from the fact that the 
entire contents of the tank can be exhausted whereas 
the method of using the individual tank at the bed- 
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1932 1933 
CONN 5 6 nd 5 aie os oe aae sbeeweees 151.0 209.0 
SA TUNU NS cvcicd ve po noe Saueens 87.5 85.6 
COE Weeks ibe Oe ieead bie eee 106.4 





side is estimated to result in a loss of approximately 
ten per cent of the oxygen as the tanks are usually 
replaced before exhaustion for fear of running low 
at a critical time. Likewise the central installation 
pipes the gas to the ward at a minimal pressure, the 
tanks themselves being located in an isolated tank 
house, and thus the hazard of explosion or fire, and 
the labor and disturbance of transporting the tanks 
to the bedside are eliminated. 


Clinically, there does not seem to be any particular 
choice between oxygen room, oxygen tent and cathe- 
ter method. Some patients object to the confinement 
of the tent, some object to the use of the nasal cathe- 
ter and while the oxygen room obviates both these 
difficulties its expense puts a definite limit on the 
provision of sufficient facilities to give the benefit of 
this often life-saving: measure to all to whom it 
would be of benefit. 


In an emergency, lack of equipment need not pre- 
vent its use. The tank, gas, and pressure reducing 
valves in ordinary use in welding shops and garages 
are adequate, if there be added a wash bottle and 
catheter connection. The rate of administration can 
be judged by the bubble rate in the wash bottle, and 
the oxygen in passing through the wash bottle ab- 
sorbs enough water to give it sufficient humidity for 
use in an emergency. 


Anesthesia 


The reports tabulated show a marked decline in 
the use of oxygen for anesthetic purposes from 1932 
to 1934. For the year 1935 the university hospitals 
showed an increase over 1934, while the non-univer- 
sity hospitals continued to decline. 


These are probably two factors involved in this 
decline. The improvement in gas oxygen equipment, 
and in technique of administration is probably re- 
sponsible for a part of it, but the increasing use of 
injection anesthetics was probably even more of a 
factor. The 1935 increase in the use of oxygen in 
university hospitals may be explained both by the 
gradual return from injection anesthetics to gas- 
oxygen methods, and to the introduction of new gas 
anesthetics claiming some advantages over the older 


ones. 
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TABLE 2 


AVERAGE CONSUMPTION OF OxyGEN IN Cusic FEET Per Occupiep Bep Per YEAR, BY 13 UNIVERSITY 
AND 23 Non-UNIvErRsITY HosPITALs 


For Therapeutic purposes 


132.0 


For Anesthetic purposes 
1934 1935 1932 1933 1934 1935 


285.0 304.0 126.5 1067 925 1016 
116.8- 192.5 H2.: O02 Bs. 
196.4 232.0 64 992. .5385 . 522 






Cost of Therapy 


It is estimated that the average consumption of 
oxygen is from four to six liters per minute. As- 
suming the higher figure, this would indicate a con- 
sumption of 234 cubic feet per patient per twenty- 
four hours. There is, however, some wastage. Some 
oxygen is necessarily wasted during adjustments of 
tent in the tent method, during the expiratory phase 
of respiration in the catheter method, or consumed 
by attendants in the use of the oxygen room. The 
reports of one clinic using tents indicate the con- 
sumption of about 250 cubic feet per twenty-four 
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Showing the consumption of oxygen in cubic feet per 
occupied bed per year for THERAPEUTIC PUR- 
POSES in thirteen university and twenty-three non- 
university hospitals for the years 1932 to 1935 inclusive. 


hours. Another clinic using the catheter method es- . 


timates an average of one tank (220 cubic feet) per 
twenty-four hour day, and that this is reduced by 
about ten per cent by the installation of a central 
distribution system. 

‘Lhe price’paid for the oxygen is based on the esti- 
mated janntal: consumption rate, from $1.85 per one 
hundred feet for an estimated annual consumption 
of--five huridred cubic feet per year or less to $1.25 
for 40,000 to 80,000 cubic feet per year. Distrib- 
utors ordinarily have stations so well spaced over the 
United States that. transportation charges are mini- 
mal and delivery very prompt. 

From the figures quoted. above, it is apparent that 
the actual cost of oxygen per patient per day will 
vary from slightly less than $3.00 to $4.50, according 
to the amount of oxygen used by the particular hos- 
pital. Other operating and maintenance costs vary 
from a few cents in the case of the central plant in- 
stallation and catheter method, up to $3.00 or more 
in the case of tent and oxygen room methods. 
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Showing the consumption of oxygen in cubic feet ard 
occupied bed per year for ANESTHETIC PURPOSES 
in thirteen university and twenty-three non-university 
hospitals for the years 1932 to 1935 inclusive. 


Social Service Admitting 
RUTH TARTAKOFF 


Supervisor of Admitting Service, New Haven Hospital, and Dispensary, 
New Haven, Connecticut 


V V ITH THE GROWTH of specialization in all 


fields, there has been a resultant growth of under- 
standing of the individual as an entity, existent at a 
particular time, affecting the situation in which he 
finds himself, and in turn being affected by it. About 
1905, in this country, when it became apparent that 
knowledge of the disease, without knowledge of the 
man with the disease, was defeating much of the 
physicians’ effort, we have the beginning of what 
today is organized “medical social service.” The 
primary function of “medical social service” is the 
understanding of the total personality in its setting, 
with cognizance of the influence of these factors on 
the health state, and demonstration to the individual 
of methods within his potentialities for the fullest 
realization of the health state. As an attendant func- 
tion of medical social case work we have today the 
growth of “social service admitting.” 


Selecting for Admission 


The medical institution has its basic justification 
in service to the patient. An open-door policy would 


Presented at the Fourteenth Annual Convention of the New 
England Hospital Association, Boston. 


inevitably antagonize certain community groups, so 
that selection of clientele becomes a necessity. “Social 
service admitting” may be explained as the processes 
of sifting and selecting for admission, individuals 
eligible for the institution because of medical and 
social (including economic and legal) circumstances. 
On the basis of this data, patients are accepted or 
rejected, the rates and conditions of the acceptance 
dependent on the circumstances. It is assumed that 
the service shall be performed by those skilled in the 
techniques of social study and evaluation of data 
secured. 

In the processes of individualization, certain essen- 
tial data are necessary on which to base a decision. 
One must be aware of the set-up of the family, the 
patient’s position as a wage earner or dependent, 
the scale of living which must be maintained because 
of the employment, the income from employment and 
investments, etc. Financial responsibilities would 
include rental or property charges, insurance, in- 
stallments, debts, or previous medical care, etc. Not 
only must the source of previous medical care be 
known, but also the patient’s relationship to the most 
recent agent providing him with medical care, and 
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the “agreement” with that agent for continued 
service. It is important to recognize the part played 
in the problem by the social agencies of the com- 
munity. Consideration must be given to the length 
of clinic care or hospitalization, costs of special 
studies, recommendations for home or post-hospital 
care in terms of convalescent needs, costs of special 
diet, physio-therapy, frequent medical check-up, etc. 
Costs of care as a private patient must be balanced 
against costs as a clinic patient; semi-private care 
against ward care. Eligibility for clinic or hospital 
care may be determined at a single interview. There 
is, however, a second purpose of the interview when, 
in the progress of medical care, there is need of 
re-evaluation and re-formulation of the medical prob- 
lem as it clears and prognosis can be stated. Always 
at the time, when the patient is discharged from the 
hospital and the period of illness can be viewed in 
entity, new agreements are reached as to the con- 
tinuance of medical care and its conditions. 


Income Not a Safe Criterion of Eligibility 
for Service 


It is socially unsound to tabulate the income 
brackets within which individuals are considered 
eligible for a particular service as decisions are made 
on a case basis, influenced by costs of living in a 
particular area, costs of private medical care, etc. 
Generally speaking, in New Haven where costs of 
living are high for a city of its size, a family of five 
with an income of $35 weekly or less, and with usual 
the special medical need is of circumscribed duration 
and expense up to $25. The County Medical Society 
obligations are eligible for clinic care, except where 
of New York* considers New York families of a 
somewhat higher income group candidates for clinic 
care—the family of five with a $2150 annual income 
or $41 weekly, a family of three with a $1650 annual 
income or $31 weekly. At New Haven Hospital, 
where continued study shows that an individual as- 
signed to “ward” care is in a position to meet semi- 
private charges, a transfer of service is insisted upon. 
Likewise, “ward” service is offered to the patient 
whose continued stay on “semi-private’”’ service has 
reduced original resources. Charges on the semi- 
private services are payable weekly in advance and 
in full before discharge, it being prima facie evidence 
that need for deferred payment except in unusual 
cases indicates ineligibility for semi-private services. 


Social Admitting—Its Value 


Justification for “social admitting” rests in its 
value to the patient, to the physician within the in- 
stitution and within the community, to the institution, 
and to the community. 


*Report of Committee on Economics—Medical Society of 
County of New York, February, 1934. y 
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The Committee on the Costs of Medical Care re- 
Ports that “The criteria of an effective program of 
medical care would be service on financial terms that 
an individual could meet without undue hardship. 
On the present fee-for-service basis it is impossible, 
because of the unpredictability of illness for 99 per 
cent of the families on incomes up to $2000 annually 
to set aside any reasonable sum of money with the 
positive assurance that that sum would purchase all 
needed medical care.” The point of admission to 
the hospital is psychologically excellent in allaying. 
financial and other fears, creating the proper atti- 
tudes and interpreting the institution. This should 
be a definitely constructive experience for the 
patient. By allowing the patient to pay what he can 
for expert medical service, we protect him from the 
charlatan who is ready to give a questionable service 
for a small fee. A financial decision on terms that 
the patient can meet allows him to see ahead to dis- 
patching this obligation and creates a feeling of re- 
sponsibility and a willingness to pay, that an over- 
whelming debt would discourage. To burden the 
patient with a debt he cannot meet is to undo a 
goodly proportion of the good effected by hospital 
care; to remove a patient able to pay something for 
medical care from the need of accepting philanthropy 
is strengthening to his morale. 


Value of Social Review to the Physician 

Social review on all admissions to a hospital has 
a practical value to the physician within the institu- 
tion as he is guided in reconciling his medical plan 
with patients’ ability to follow this. He is assisted 
in visualizing the medical-social problems attendant 
to illness, and assisted in planning with the patient 
for after-care. 


There are two opinions of the relation of the 
private practitioner and the institution with in-patient 


and out-patient. It is often maintained that the 
latter is a menace to the former. On the other hand, 
often the institution is not considered to be at vari- 
ance with the financial interests of the practitioner. 
Recent studies with which we are all familiar report 
that one-quarter of the American physicians are 
working on a deficit, so that it becomes imperative 
that the physician so little equipped to bear such a 
burden should not have his province and generosity 
infringed upon. At New Haven Hospital and Dis- 
pensary, if inquiry reveals that an applicant for 
clinic care has been under the care of a private 
physician recently, he is not admitted unless he pre- 
sents a letter of discharge from that physician. If 
there is a medical emergency, the physician is notified 
by telephone as soon as possible and continued treat- 
ment of the patient given only with his approval. 
Letters are sent to physicians from whom applicants 
have had care within a period of several months, 





but from ‘whose care the patient seems to be dis- 
charged. An occasional reply is received indicating 
disapproval of clinic care on the basis of the patients’ 
ability to pay for private care. It develops that this 
decision most frequently is an emotional reaction to 
apparent possessions of the patient such as a house, 
etc., not an actual objective evaluation of the cir- 
cumstances of these possessions. At New Haven 
Hospital, a particular effort is made to cooperate 
with the community physicians on these individual 
problems. Patients with a history of no previous 
medical care and ineligible for clinic care are re- 
jected to local physicians ; patients applying for ward 
care and eligible for semi-private service are ad- 
mitted only to semi-private service so that the 
physician who attends is permitted a professional 
fee. The Bronx County Medical Society during 
early 1934 investigated the financial status of one 
thousand unselected applicants for hospitalization at 
Morrisania City Hospital and found only 58.3 per 
cent eligible; 11.8 per cent were considered able to 
afford private care, 8.5 per cent gave false addresses 
from which one might imply a financial reason for 
concealing identity ; 10.7 per cent with the assistance 
of their families could have paid for private care. 
Credit agents gathered this material after considera- 
tion of the total individual problem in terms of in- 
come, obligation, and illness. A socially trained in- 
dividual might differ with the decisions in certain 
instances, but we accept the fact that a definite pro- 
portion of applicants cannot be accepted for free 
care in fairness not only to themselves, but to the 
physicians who serve the institution, to the institu- 
tions, and the community. 


Position of the Medical Social Worker in the 
Hospital-Community Relationship 


The position of the medical social worker in the 
admitting service is a strategic one. With her knowl- 
edge of the community set-up and through her serv- 
ice to community agencies in interpreting the prob- 
lems of their clients as they receive medical care, 
she serves as an excellent publicity agent able to 
sense the immediate attitude of the community. It 
is the duty of an institution, which has received 
monies for the benefit of the needy of a community, 
to equip itself to determine those in need. With a 
social admitting service there is a concerted effort of 
departments of medicine, nursing, medical social 
service, and dietetics that makes for a more effective 
unit of medical care for the individual. _ With the 
person at the point of admission and discharge of 
patients equipped with knowledge of the resources 
for convalescence, etc., a more rapid turn over of 
patients is possible with a resultant decrease of 
pressure on limited resources. 


There are also several values of social admitting 
to the community. Institutions, tax supported in 
full or part, are used by those who merit the serv- 
ices.. The divisions of responsibilities among com- 
munity agencies for particular services are known 
and respected by the institution in its community 
relationships. Through the Admitting Officer, the 
hospital is interpreted to the community agency and 
the community to the hospital divisions. Dr, Michael 
M. Davis, in discussing the medical social worker in 
relation to formulating large community programs, 
states that material “Is gathered in human as well 
as statistical terms—there is the invigorating stimu- 
lus of concrete and dynamic cases.” 


Conclusion 


In conclusion, then, this social admitting which 
we have described has several values. The patient 
is given expert service on terms that he can meet 
with full consideration of his medical-social problems 
during the period of medical need. The physician 
within the institution is assisted in a more effective 
medical service which considers the patient’s ability 
to follow recommendations. There is not only no 
unfair competition with the community practitioner, 
but he is protected by the institution. The institu- 
tion utilizes its resources to its maximum by serving 
those for whom it was founded. Lastly, the com- 
munity has interpreted for it the medical social needs 
of its individuals. “Material for large community 
programs is gathered in human as well as statistical 
terms—there is the invigorating stimulus of concrete 
and dyriamic cases.” 

ES PRAES ALEr 


James A. Hamilton Goes to Cleveland 
City Hospital 

James A. Hamilton, who has been the superinten- 
dent of the Mary Hitchcock Memorial Hospital, 
Hanover, New Hampshire, for several years past, 
has resigned to accept the superintendency of the 
Cleveland City Hospital, Cleveland, Ohio, effective 
July 1. 

Mr. Hamilton will become a member of the faculty 
of the Western Reserve University. He has ac- 
cepted a position as Professor in the Graduate School 
of Business. 


Maternity Patient Awarded $3,000 for 
Fall Off Operating Table 

A Supreme Court jury in White Plains, N. Y.., 
awarded $3,000 to a maternity patient for injury suf- 
fered when she fell from an operating table in a 
delivery room. An additional $1,500 was awarded 
to her husband for loss of her services. The infant 
was uninjured but the mother’s nose was broken 
and she lost two teeth. 
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Does the Public Know Your Hospital? 


ALBERT G. HAHN, F.A.C.H.A. 


Administrator, Protestant Déaconess Hospital, Evansville, Indiana 


is CORRIDORS of our state and national 
capitols ring with voices of hospital administrators 
when bills are presented that seem favorable or un- 
favorable. The reports from these legislative com- 
mittees always state that the legislators are not hos- 
pital minded and cannot see our problems and un- 
derstand our needs. Hospitals must realize that un- 
less we educate these men and women to our needs 
before they go to legislature they will not, without 
considerable influence, vote for the best interest of 
our hospitals. 


May I appeal to every hospital administrator to 
plan a program or an observance of National Hos- 
pital Day that will bring into the hospital men and 
women of your entire community and explain to 
them the needs and prove the point that hospitals are 
humanitarian institutions run only for the best in- 
terest of the patient. This will afford you an oppor- 
tunity to explain that a modern hospital must con- 
stantly replace equipment because more modern 
equipment enables the hospital to render a more 
efficient service to the patient and in the end bene- 
fit all classes of patients regardless of race, color, or 
circumstance. 


Among the great number of visitors that will come 
to your institution on National Haspital Day will be 
included the future legislators. The group visiting 
the hospital on National Hospital Day is cosmopoli- 
tan and includes outstanding youth, young men, and 
oldsters who over a period of years in some manner 
have their names placed on the ballot sheet and are 
elected to prominent positions. We must take ad- 
vantage of the opportunity of educating the public 
so they will become hospital minded. 

Some hospital administrators are indifferent about 
National Hospital Day and are not convinced that 
it will mean very much to their hospital to plan a 
program. Abraham Lincoln said, “Public opinion 
is all” and I am confident that if the administrator 
will look at Hospital Day as a medium for directing 
favorable public opinion he will spend hours of time 
making plans for this most important day on the 
hospital calendar. 


The National Hospital Day Committee, in con- 
junction with the state secretaries, and in many states 
special committees have been appointed for the ob- 
servance of the day, have prepared a folder divided 
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into four sections: Advance Publicity, Invitations, 
Program, Exhibits. These folders may be secured 
by writing to the American Hospital Association or 
to the Chairman of the National Hospital Day Com- 
mittee, and I am certain if a commitee will meet and 
seriously consider each of these points as outlined in 
the program they will find suggestions for a National 
Hospital Day observance that will reach the public 
and in the end benefit the hospital. 

Too many hospitals ride on the transportation of 
other hospital administrators who are aggressive and 
willing to unselfishly promote a National Hospital 
Day program. I cannot conceive of a hospital that 
will accept the national radio and magazine publicity, 
local broadcasting, newspaper publicity, and all other 
channels of public education in behalf of the hos- 
pitals of the United States and the Dominion of 
Canada and not share in the plans through the de- 
velopment of some program in his respective hos- 
pital. 

This year we are endeavoring to reach the lay 
public directly and articles relating to the impor- 
tance of National Hospital Day will appear in the 
following periodicals : 


Boy’s Life—publication of Boy Scouts of 
America. 

The Guardian-—publication of the Camp 
Fire Girls, Inc. 

The Young Executive—publication of the 
National Junior Chamber of Commerce. 

Independent Woman—publication of Nat'l 
Federation of Business and Women’s 
Clubs, Inc. 

Nation’s Business—publication of United 
States Chamber of Commerce. 

It would certainly be embarrassing to a hospital 
administrator, who had not planned a program for 
this most important day on the hospital calendar, if 
a member of his board of trustees read an article 
in a national publication or some other lay periodical 
and when he attended the hospital meeting and asked 
the question regarding National Hospital Day. 


The Olympics will be held in Germany this year 
and the successful contenders will receive recogni- 
tion in the form of a medal or certificate of recogni- 
tion. It is not the intrinsic value of the award they 
receive that counts and this year the National Hos- 
pital Day Committee will give two certificates of 





recognition as it has been proven that the size of 
the community determines the ‘type of* program. 
Therefore your committee has decided on the fol- 
lowing basis: Group I—Cities of 15,000 population 
and under, Group II—Cities of over 15,000 popu- 
lation. 


It will be interesting to read the list of the cities 
that appear on the honor roll of those who have been 
selected for the National Hospital Day certificate in 
previous years. Certificates of recognition were not 
given until 1925. 


1925—Pottstown Hospital—Pottstown, Pa. 

1926—U. S. Veterans Hospital—Waukesha, Wis. 

1927—John D. Archbold Memorial Hospital— 
Thomasville, Ga. 

1928—Bushwick Hospital—Brooklyn, N. Y. 

1929—Bergen County Hospital—Bergen Pines— 
Ridgewood, N. J. 

1930—Richmond Memorial Hospital—Prince Bay, 
N. Y. 

1931—Brantford General Hospital — Brantford, 
Ont. 

1932—-Paterson General Hospital—Paterson, N. J. 

1933—Glendale Sanitarium—Glendale, Calif. 

1934—Protestant Deaconess Hospital — Evans- 
ville, Ind. 

1935—Lutheran Hospital—Brooklyn, N.Y. 


The late Matthew O. Foley, former editor of 
Hospital Management, was the founder of National 
Hospital Day. To perpetuate the memory of this 
untiring hospital worker, we should plan an unusual 
National Hospital Day program. 


The Secretary of the Chamber of Commerce of 
Tulsa, Oklahoma, requested that the National Hos- 
pital Day Chairman prepare a program for the week, 
as this city had decided to set aside a week for the 
observance, dedicating the entire week in behalf of 
the hospitals of Tulsa. You may be interested in the 
following suggested program and plans for Tulsa: 


Sunday: Hospital Day in all of the churches. 
Sermons relating to the story of the Good Samari- 
tan of Christ as the Great Physician will bring out 
the value of the hospital in the community. 


Monday: May I suggest that you have a Public 
Health Meeting in one of your downtown buildings 
presenting to the public several speakers who will 
impress the public of the importance of the hospital 
in the community and its relationship to Public 
Health. The movie film “Good Hospital Care” may 
be shown on this occasion. 

Tuesday: May 12 is National Hospital Day and 
the folder prepared by the National Hospital Day 
Committee will give you many ideas as to how to 
conduct the program in your hospital. Open House, 
of course, should be observed. 


May I suggest that on Wednesday you have a 
Homecoming for the Nurses’ Alumnae and the 
Mothers of the student nurses serve a-tea in the 
hospital in the afternoon. One of the five playlets 
prepared by the National Hospital Day Committee 
could be presented at this gathering. , 
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Thursday: Thursday shouldbe Ladies’ Day and 
the Ladies’ Organizations of all of the churches could 
meet at the hospital for a joint meeting and the vari- 
ous department heads of the hospital could tell them 
of their duties. It may be well to outline some proj- 
ects for these ladies’ organizations to carry on dur- 
ing the coming year. It would be lovely to include 
at this meeting a musical program and present one 
of the National Hospital Day playlets. 

Friday: For several years we have co-operated 
with the Evansville Automobile Club (A section of 
the A. A. A.) in presenting a National Hospital Day 
Safety Parade. The Chamber of Commerce and 
other civic organizations send representatives to a 
meeting and at this meeting a Parade Marshal is 
chosen and the work of securing floats, bands, fra- 
ternities, police, and fire departments is assigned to 
various Committees. 

Saturday: May I suggest that on Saturday after- 
noon you close the week calling it Industrial After- 
noon, inviting all the industrial men and women of 
the city to visit the hospital. Since National Hos- 
pital Day is on Tuesday, many of these people can- 
not visit the hospital, as they are working. 

Your civic clubs hold noon luncheon meetings and 
if it is practical these meetings might be held at the 
hospital or speakers from the hospital may present 
some practical hospital subject to the business men 
of your city at their civic club meeting. 

Community players present short plays before the 
various luncheon clubs. 

All paper bags and napkins used in the downtown 
stores were stamped with the slogan, “Visit Your 
Hospital On National Hospital Day.” 

Secure your local radio stations for National Hos- 
pital Day broadcasts. 


Secure consent to run trailers in the local theaters. 


Urge the merchants to run a slogan in their news- 
paper advertising regarding National Hospital Day. 


Last year we only had one playlet to offer the hos- 
pital field and this year we are pleased to inform you 
that five playlets are mimeographed and ready for 
distribution. The titles of the plays are as follows: 


GREAT MOMENTS IN MEDICINE 
THE DEVELOPING OF NURSING 
THE SPIRIT OF NURSING 

A CENTURY OF PROGRESS 
NATIONAL HOSPITAL DAY 


In analyzing the letter received from President 
Franklin D. Roosevelt, reproduced on the third 
cover of this issue, we particularly call your atten- 
tion to this portion of the letter—‘The day gives the 
people in all parts of the country an opportunity to 
become better acquainted with the work and needs 
of the hospitals, our most important defense in the 
battle against disease and injury.” I am certain that 
the President is correct because those who know of 
the needs and are informed of the work of all of our 
hospitals will certainly be interested in their wel- 
fare. 
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The Hospital Income 


ENDOWMENTS, GIFTS, DONATIONS 


CLINTON F. SMITH 


Executive Secretary, University Hospitals, Iowa City, lowa 


I. IS OUR PURPOSE to indicate briefly the im- 
perative need for additional funds for hospitals 
through “endowments, gifts, and donations.” Be- 
fore we suggest definite plans to secure additional 
funds, we wish to make three observations. 


Development and Progress of Hospitals 


Sixty years ago there were 661 hospitals in the 
United States. Since the beginning of this Century, 
approximately 200 hospitals have been established 
each year. Our 6,246 hospitals represent a capital 
investment of more than three billion dollars. Hos- 
pital investment and expenditure is one of the six 
larger industries in America today. The change to 
modern, fireproof buildings has been phenomenal, but 
the improvement in facilities and equipment has 
shown greater improvement. Obsolete, inadequate 
equipment has been replaced by new, scientific, and 
accurate equipment. This rapid development and 
vast improvement was largely brought about be- 
cause: 

1. Physicians and surgeons in the recent decades 
were trained in modern teaching hospitals. Their 
efficiency was enhanced by improved and essential 
equipment. The modern doctor is hopelessly lost 
when he is deprived of all these professional aids. 
The doctors demanded more and better hospitals. 


2. There has been a rapid advance in nursing edu- 
cation and hospital procedure. It is almost ludicrous 
to speak of methods employed thirty years ago. We 
offer one example. The progress made in steriliza- 
tion of instruments and patients’ supplies has ro- 
mance, adventure, and thrills challenging and intrigu- 
iny any writer who may desire to tell the story. 
The trained nurse demanded the hospital. 


3. Communities began to become interested in 
health. Schools, organizations, clubs, magazines, 
newspapers, radios talked and are talking health. 
The public recognized the convenience, security, and 
vital necessity of hospitals. The government as- 
sumed its responsibility to care for the thousands of 
unfortunate in its hospitals. The churches, fraternal, 
and other groups established the voluntary hospitals. 
America was rapidly becoming hospital conscious. 





Hence “extensive use of hospitals is a recent social 
phenomenon.” 


Classification of Hospitals 


Not only was there rapid growth in the establish- 
ment of hospitals, there was an unusual growth in 
the various types of hospitals. 

1. Government Hospitals. Federal, state, county, 
city hospitals supported fully or in part by taxes, 
for the insane, mentally deficient, tuberculosis, in- 
digent or charity, contagious, crippled children, war 
veterans, and thousands of other unfortunates re- 
ceiving hospital care through government provision 
and supervision. 

2. Non-profit Hospitals. These include independ- 
ent associations, fraternities, and churches. Many 
religious denominations in promoting the fourfold 
program of the church, have included the physical 
responsibility along with its spiritual, educational, 
and social activities. The opportunity for altruistic 
sacrificial hospital service by devoted, consecrated 
men and women cannot be evaluated. These non- 
profit hospitals are carrying the larger burden of 
charitable indigent sick cases in the United States 
today. 

3. Proprietary Hospitals. These include individ- 
ual partnerships, corporations and industrial enter- 
prises. They are organized on a business basis. Any 
financial benefits accrue directly to those who sup- 
plied the capital and direct the financial policies. 

We have briefly mentioned the three types of hos- 
pitals because of the relation they should sustain to 
our subject under discussion. 


Hospital Financing 


Because the United States was rapidly becoming 
hospital conscious, all three classes of hospitals were 
erected to meet the growing demand. Government 
institutions were erected in every state. Larger 
buildings and the latest equipment were secured. 

Church institutions expanded and increased their 
numbers. Church denominations assumed large 
debts. Offerings and donations were given annually 
by church and fraternal groups to aid their own insti- 












tutions. Large bequests were made for the estab- 
lishment of endowments. These groups became 
courageous and venturesome and accumulated large 
indebtedness. 

Believing in the continuous prosperity of the coun- 
try, proprietary groups ventured far in the field of 
bonded indebtedness and assumed staggering obliga- 
tions. 

Each type of hospital wanted and needed, endow- 
ments, gifts and donations. Their present financial 
condition was brought about because of the belief 
that they would receive larger and more generous 
funds in the future. Then something happened. 
The economic crisis or depression came and endow- 
ments, gifts, and donations grew less and less in 
recent years because: 

1. Thousands of wealthy, philanthropic minded 
people lost heavily in de-rocketing stocks, defunct 
banks, deflated real estate and reduced incomes. 

2. Donors became disheartened and dismayed by 
the devaluation of former gifts to endowments and 
were fearful to risk more money. 

3. The present political group in power in its pro- 
gram of relief and social security did not recognize 
or provide for hospitals who were rendering service 
to thousands of indigent sick cases. This attitude 
of the national government augmented the fallacious 
theory that if hospitals are efficiently and economi- 
cally administered, they can be _ self-supporting. 
More and more it is known that if all types of cases 
are received—rich, poor, indigent—by any hospital, 
that hospital cannot be self-supporting and render 
a standardized service. Donors were influenced by 
the attitude of the present administration in govern- 
ment. 

4. Communities, social groups and individuals felt 
impelled to support the existing home institutions 
and enterprises. Why should an lowa Ladies Aid 
Society send a barrel of fruit to a Chicago hospital 
when there were 1000 families on relief in that local 
community? Why should a donor give $25,000.00 
to a hospital for an endowment fund when his Alma 
Mater could pay but 30 per cent of the faculty’s 
salary out of its meager funds? It is comforting 
although surprising that any gifts, donations, and 
funds were given to hospitals during this serious 
economic situation. : 

We have endeavored to trace briefly the growth 
of hospitals in the past sixty years; we have indi- 
cated the three types of hospitals; we have endeav- 
ored to show why the hospitals of the three classi- 
fications ventured far in assuming large indebted- 
ness. The need for better and more hospitals was 
urgent and the government as well as the voluntary 
and the proprietary groups responded to the need 
and the demand. Then came the economic crash 


and with it a decrease in gifts, donations, and funds 
for endowments. 

Appropriations for government hospitals were re- 
duced in many states. Many voluntary and pro- 
prietary hospitals experienced a decline in the vol- 
ume of earned income. They endeavored to refinance 
themselves. In government hospitals, research and 
specialized services have not progressed with the 
advancement of the times. Many voluntary and pro- 
prietary hospitals are holding on tenaciously because 
of the sympathetic, generous attitude of bond hold- 
ers and financing companies. Many financing com- 
panies have refused to foreclose and force these hu- 
manitarian institutions into bankruptcy. But debts 
must be paid. The day of reckoning will come. Old 
buildings and inadequate equipment must be re- 
placed. The increasing numbers of unemployed in- 
digent sick cases must be hospitalized. The volun- 
tary hospitals, without state and federal aid, and in 
many communities, insufficient compensation from 
county commissioners, must carry on and bear the 
greater burden of the indigent sick load. Because 
of these reasons and many more we offer the fol- 
lowing suggestions, 

The Need for Funds Is Imperative. 

Suggestive Methods to secure these funds. 


The Imperative Need 


Health is a community asset. Illness is a liability. 
Hospitals must carry on in a larger way. Every 
individual in every community should have the op- 
portunity of hospitalization. His life is worth any 
effort and cost to give him the high privilege of 
hospitalization. 

Every type of hospital can advantageously use 
funds, gifts, and endowments. 


I. Government Hospitals. 


1. To stimulate and support research. Medical sci- 
ence has a long road to travel. What an appeal, what 
a challenge to the person of large possessions if he 
is altruistic and humanitarian in his attitude toward 
his fellow men. 

2. To provide specialized medical and hospital 
services. 

3. To erect and provide better buildings and su- 
perior facilities. This is a mere indication of what 
could be done in Government Hospitals. 


II. In the Voluntary-Proprietary Hospitals Money 
is needed aside from earnings. 


1. To pay the bonded and current indebtedness. 
2. To cover loss of part-pay and no-pay patients. 


3. To replace, reconstruct, renovate unsafe, un- 
sightly, and unsanitary buildings. 
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4. To secure new equipment—equipment just. be- 
yond the realm labeled absolute necessity. 

5. To endow beds, rooms, wards, departments, 
specialized services, research, certain types of clinics, 
libraries, etc. 

6. Through an adequate endowment, place the hos- 
pital upon a sound, respectable business basis in the 
community, commanding the pride, respect, and sup- 
port of every individual. 

We have neither space nor time to enumerate the 
possibilities if thoughtful funds are given to worthy 
institutions. The need is imperative. Thousands 
of hospitals are greatly handicapped because of the 
tense, uncertain, demoralizing economic situation. 
There is no limit to what these institutions can do 
for suffering humanity if the wealthy would give 
wisely and liberally to the struggling hospital. 


The Method of Procedure—How to Secure 
Endowments, Gifts, Donations 

We believe in this fundamental characteristic of 
the American people, “Americans respond when they 
understand and appreciate a vital need.”—We offer 
five suggestions. 

I. Every Hospital should be licensed by its State 
Legislature. The Minimum Standard sponsored by 
the American College of Surgeons should be the 
requirement for the best services to the patient. This 
is a day of standards in every phase of human ac- 
tivity. Every individual in every community should 
be assured of security, efficiency, and modern meth- 
ods when he enters the community hospital. The 
national and the state hospital organizations should 
foster legislative enactment to bring desired results. 
This will mean that a number of hospitals in each 
state will cease to function. There will be a storm 
of protest and opposition on the part of selfish 
groups. But the American public will-sanction and 
promote this safety measure when it is understood. 
Donors will give liberally to institutions meeting ra- 
tional standards. This is a challenge to every state 
hospital organization. 

II. Every Hospital should adopt sound business 
principles. Many hospitals are operating at a loss 
because certain groups are demanding low rates. 
Every hospital can determine the operating cost per 
patient per day. That should be the minimum rate. 
If there is a deficit at the end of the fiscal year it 
can be shown that the loss was caused by the part- 
pay and the no-pay patients. Keen minded business 
men will understand the situation. County boards of 
supervisors or commissioners must be taught to pay 
for indigent sick cases onthe actual cost per day 
plan. Certified accountants’ reports can verify the 
business transactions. We deplore the fact that many 
citizens have the impression that a hospital is hu- 
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manitarian but is an inefficiently managed business. 
Donors will respond when this situation is clarified. 
We like to give to a going concern. 

III. Trained Administrators. We are loath to ad- 
mit that apparently certain government hospitals are 
manned by a political aspirant whether he has been 
trained or not. In voluntary hospitals, many times 
administrative positions are filled by those untrained 
for the task. Hospitals of every type should have 
carefully trained executives. 

The trained administrator is the key man in secur- 
ing endowments, gifts, and donations for his institu- 
tion. We can suggest but a few of the methods he 
can employ. 

1. Choosing a board of managers capable and 
reliable, whose business sagacity and success will 
have wide influence. 

2. He should conduct a good hospital. 

a. A loyal, efficient hospital staff inspired by the 
administrator’s enthusiasm to center the hospital’s 
activity about the patient. 

b. Ethical, co6perative medical staff. 

c. Comfortable beds; pleasantly furnished rooms 
and wards. 

d. Good food. 

e. Satisfied and enthusiastic patients who have 
received personal attention from the administrator 
and the hospital staff. 

f. Congenial, cheerful atmosphere. 

g. Every patient a guest whose restoration to 
health is the paramount concern. 

h. Modern conveniences. 

i. Courtesies beyond the regular routine. 

3. Foster and inform auxiliary organizations for 
specific purposes and projects. 

4. Prepare and present needs in concrete accurate 
form. For example: Plan and cost of a new build- 
ing—cost of endowing a bed, department, specialized 
service—cost of needed equipment, etc. 

The trained administrator can go far in convincing 
the public that the hospital is a good, safe, efficient, 
inspirational health-restoring institution. 

IV. Ethical, Informative Publicity. We believe 
that the best advertisement for any hospital is the 
satisfied patient. But not every person in the com- 
munity will be a patient in the hospital. Therefore 
the administrator, board and the medical staff should 
devise ways and means to let the public know. Never 
has there been greater interest in the problem of 
health. Every person in the community can be in- 
formed about his hospital. 

1. Through human interest stories in the news- 
papers. 

2. Through addresses in churches, service clubs, 
chambers of commerce, women’s clubs, parent-teach- 





ers’ associations, welfare organizations, labor unions, 
high schools, farm bureaus, Four H clubs, etc.- 

3. Through observance of National Hospital Day. 

+. Through the publication and wide distribution 
of a monthly hospital bulletin or paper. 

5. Comprehensive annual reports. 

6. Donation Days: Egg days, fruit donations, 
library books, linen showers, etc. 

7. A carefully conducted finance campaign is one 
of the best means of popularizing the community 
hospital. 

We have indicated but a few of the methods that 
can be used to inform the public. 

V. The securing of Friends. * 

1. The hospital staff and the medical staff should 
under the direction of the administrator constantly 
strive to secure and cultivate enduring friendships. 
We are many times surprised when funds, gifts, and 
donations come from unknown, unexpected sources. 
Someone on the hospital staff was kind, and the re- 
sult is overwhelming. 

2. Carefully prepared information should be given 
to lawyers and bankers. They are called upon to 


write wills and can secure large bequests. Insurance 
men can secure endowments. Ministers, city and 
county officers, etc., can be of valuable assistance. 


3. The administrator, with his board, can com- 
pile a list of people with wealth. Someone can make 
the diplomatic approach. That hospital is secure 
that has made lasting friends. 


Conclusion 


It is true that the larger and older hospitals have 
by far the greater endowments. Perhaps these funds 
were secured without great effort. The present eco- 
nomic crisis has augmented the imperative need for 
large endowments, gifts and donations. It is our 
firm conviction that the American people will re- 
spond when they understand the urgent need. We 
believe this can be done when we have: 


1. Standardized hospitals licensed by State Leg- 
islatures. 

2. Sound business principles. 

3. Trained administrators. 

4. Ethical and informative publicity. 

5. Enduring friendships. 








Obituary 


MALCOLM L. HARRIS, M. D. 


Born June 27, 1862 Died March 22, 1936 


In the passing of Malcolm L. Harris, for two dec- 
ades the guiding spirit of Henrotin Hospital, the 
medical profession and the American Hospital Asso- 
ciation has lost a fearless leader, a great surgeon, and 
a philosopher. He stood for principle and truth. 
When it came to upholding them, he spared neither 
friend nor foe. Like a real educator, he deplored 
standardization in education. His loyalty to his 
friends was unbounding and unfaltering. To his 
patients, he was a wise counselor and friend. All 
races, all creeds, rich and poor received like atten- 
tion. To friends, he confided his discouragement at 
the lack of his desired accomplishments but to the 
world he passes on the example that is so sorely 
needed today—courage. 
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Group Buying 


JAMES U. NORRIS 


Superintendent, Woman’s Hospital, New York City 


M.... HAS BEEN SAID, pro and con, re- 


garding the advantages and disadvantages of group 
buying in the hospital field. On the one hand is a 
group of some hundred and fifty institutions which, 
during twenty-six years, has found the principle and 
its application sound and profitable. On the other 
hand are many hundreds of institutions which have 
no faith in it. For the most part, this lack of faith 
seems to be due to a lack of understanding of the 
practical. operation of such a movement and a feel- 
ing that participation in it may circumscribe the free- 
dom of choice and action of the individual member. 


The fundamental principle of successful purchas- 
ing is the obtaining of suitable goods at minimum 
prices, which requires a broad and intimate knowl- 
edge of market offerings and prices. Therefore, 
the primary consideration of any practical codpera- 
tive movement must be to supply its members with 
the fullest information possible regarding a given 
market, and then to place the buyer in a position to 
apply this information most effectively, if he so de- 
sires. 


Illustration of Effective Cooperation 


As an illustration of how this was done in one 
instance, consider the gauze situation as it existed 
in 1932. At that time practically all hospitals were 
buying from three or four principal sources at prices 
which varied only with the size of the individual 
purchase and the shrewdness and knowledge of the 
individual buyer. In the summer of that year one of 
the companies absorbed one of its competitors, and 
during the latter part of the year the general market 
price was raised some twenty-five cents per hun- 
dred yards, though there had been no increase in raw 
material or labor. An individual buyer or institu- 
tion, no matter how big, was obviously in no position 
to cope with such a situation; but the cooperative 
group did. It went to an independent weaving mill 
and bleachery and, after testing the goods for ab- 
sorbency, strength, and other necessary qualifica- 
tions, found it could purchase and deliver an en- 
tirely acceptable product at a price of sixty cents per 
bolt under the regular market. Each member-buyer 
was promptly advised of this offer without in any- 
wise being compelled to act on it. Since it was 
obviously to the advantage of the institutions, many 
did participate, and thus what threatened to be an 
expensive move for the hospitals was circumvented. 
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Since that time this codperative group has contin- 
ued to buy in large quantities direct from the mills, 
and during the past three years, has consistently 
underbought the regular market by from fifteen to 
twenty-five cents per bolt. Hence, the commonly 
felt, but rarely expressed, belief that participation in 
a group movement tends to lessen the importance 
and value of a buyer’s services to his institution is 
not borne out in practice. At first glance it might 
appear that such a deal would tend to cut off an in- 
stitution from its other sources of supply. Actually, 
however, all the members of the codperative group 
were besieged by salesmen from their regular sources 
with improved price offerings in an endeavor to stave 
off this new form of competition. 


Advantageous Trading Position Through 
Group Membership 


There is, of course, no reason why the members 
of a codperative movement should rely solely upon 
the information and prices furnished by reason of 
their membership, and actually no member does. 
However, being constantly furnished with reliable 
information from an impartial source enables the 
buyer to judge with a higher degree of accuracy the 
actual value of the offerings made him from any 
source. In addition to this, it is well known that 
when a seller approaches a buyer who is known to 
belong to a codperative movement, he will invari- 
ably quote better prices and more advantageous terms 
than when dealing with buyers whose sources of in- 
formation are more limited. Sometimes the feeling 
is expressed that group membership may prevent a 
hospital from buying locally, but since a buyer is 
always free to exercise his own judgment, there is 
no reason why this should be so. Actually, the in- 
formation furnished from the codperative source 
places the buyer in a more advantageous trading 
position, regardless of where he buys. Not infre- 
quently the claim is heard that codperative buying 
tends to impose technical standardization on its 
members. This is far from being the case, because 
the movement is not concerned and usually is in no 
position to work out standards—its main objective 
being to determine what constitutes the most eco- 
nomical purchase, from the.standpoint of quality, 
service, and price, available in a given line. 

Sometimes it is felt that because of the large quan- 
tities which a codperative: group buys at one time, 
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individual members, particularly the smaller ones, 
are forced to accept larger shipments than they de- 
sire, and thus tie up both storage space and capital. 
This is not the case, because invariably the unit base 
shipment is of such size that even a very small in- 
stitution can accept one or more units without in 
anywise handicapping itself. For example, in the 
case of the gauze above referred to, the unit ship- 
ment was only 3,000 yards—an amount which even 
an institution of thirty beds found no difficulty in 
taking. 

Salesmen often claim that the low prices obtained 
through codperative purchases mean a sacrifice of 
quality. To buy successfully for a group, it is neces- 
sary to obtain a product which will prove at least 
reasonably satisfactory to all. Since, in any group, 
there are invariably quality as well as quantity buy- 
ers, it develops upon the codperative organization to 
check carefully the quality of the goods offered. In 
most cases it will be found that a more thorough 
analysis of the characteristics of the goods offered 
has to be made before the purchase is completed by 
a cooperative group, than is the case with the indi- 
vidual institution. Certainly a coOperative organiza- 
tion is in a much better position to carry on re- 
search and study than is an individual buyer, because 
the latter rarely has the time or the means to do this. 
Yet the results of such studies are of immense value 
to the buyer in making his purchases. 


Again one hears it said that the service, particu- 


larly in cases of emergencies, is poorer for a cooper- 
ative group than for an independent buyer. Such 
an assertion assumes that a seller is more indifferent 
to catering to the needs of his very large buyers 
than he is to his smaller ones—an assertion which 
is certainly contrary to fact. 


Results of Twenty-six Years of Cooperative 
Organization 


The codperative organization in the hospital field 
above referred to is The Hospital Bureau of Stand- 
ards and Supplies, Incorporated, in New York City, 
which after twenty-six years of operation has a mem- 
bership of one hundred and fifty institutions located 
from Maine to Texas and ranging in size from as 
small as thirty-two beds to as large as over a thou- 
sand beds. Its annual purchases amount to about 
two million dollars and include a range of some two 
thousand different items. During the past three 
years this organization has been providing for its 
members an annual saving of some $40,000 on their 
surgical dressing purchases alone, although the total 
dues paid in by all of its members amount to only 
$35,000 annually. Thus, on one line of goods alone, 
the members have been able to recover their dues. 
Similar savings have been worked out on x-ray films, 
provisions, paper goods, soaps, household linens, 


electric lamps, fans, et cetera—all of which repre- 
sent clear profit over and above the cost of mem- 
bership. 

All items, of course, cannot be purchased under 
contract or agreement, and for such cases the Bureau 
has worked out a type of arrangement with second- 
ary sources of supply through which lower prices 
are afforded the institutions than would be possible 
for hospitals which are purchasing independently. 
As the result of such jobbing deals, one member 
recently saved some $400 on a $1500 purchase of 
dental equipment and sterilizers ; another saved $230 
on a $900 purchase of x-ray equipment; another 
saved almost $250 on a $700 purchase of filing cabi- 
nets; while still another saved $200 on an $800 pur- 
chase of office equipment. Generally speaking, the 
net savings per member are conservatively estimated 
at ten per cent over and above that which the insti- 
tution acting independently can obtain. This means 
that a hospital outside of New York City which buys 
as little as $2,000 worth of goods a year under the 
Bureau agreements and arrangements will save at 
least its cost of membership. Almost all its mem- 
bers do considerably better than this, some institu- 
tions saving as much as twenty-five times their cost 
of membership. This, of course, makes no allow- 
ance for savings which members are able to effect 
when buying individually by reason of the informa- 
tion furnished them by the Bureau. Neither does 
it take into account the savings of the executive’s 
time, clerical labor, office expense, et cetera, which 
may well amount to sizable sums, particularly when 
an institution is called. on to search out items not 
readily obtainable in the market. 

In addition to the information furnished on mar- 
ket prices and offerings, the Bureau also carries on 
a program of research and study, and on the basis of 
its findings, issues reports on the relative merits of 
competitive items in such diverse lines as absorbent 
cotton, soaps, electric lamps, rubber gloves, paper 
towels, toilet tissue, et cetera. Many members of 
the organization maintain that even though they did 
not purchase one dollar’s worth of goods through 
the Bureau, the information resulting from their 
membership more than compensates for its cost. 
Considering the appalling variety of goods and offer- 
ings with which the average hospital is called upon 
to deal, it would seem the part of sound business 
judgment and up-to-date administrative practice for 
every institution to participate in such a movement. 
Certain it is that no man, regardless of his ability, 
background, or experience, can hope to keep abreast 
of current conditions in hundreds of different lines. 
Playing a lone hand he must, whether he wishes to 
or not, rely upon the information and statements of 
others who for the most part are more concerned 


HOSPITALS 





with their own profits than the welfare of the insti- 
tution. 


Freedom of Choice Not Limited 

Naturally, distributors much prefer to have cus- 
tomers rely upon them for information regarding 
markets and prices. Consequently, some of them are 
prone to inject into the minds of the customers cer- 
tain suspicions, usually of a vague and intangible 
nature, regarding what membership in a coOperative 
movement may do to the customer’s freedom of 
choice and action. It cannot be too strongly empha- 
sized that membership in a properly conducted co- 
Operative movement in no slightest degree limits the 
freedom of choice of any buying executive or lessens 


the value and importance of his services to his insti- 
tution. On the contrary, the cooperative movement, 
serving as it does as an adjunct to the purchasing 
department of each of its member institutions, not 
only broadens the member’s knowledge of a given 
situation from a national standpoint, but very defi- 
nitely strengthens the buyer’s position by enabling 
him to know quite definitely what the up-to-date sit- 
uation is. Thus, the purchaser is in a far more in- 
telligent position in dealing with his suppliers, and 
as a consequence, is far more valuable to his institu- 
tion than he can possibly be when relying upon his 
own knowledge and the data supplied him by those 
with whom he comes in contact. 


Did You Know That— 


In the period of 1925 to 1934 the number of reg- 
tered nurse superintendents of hospitals has in- 
creased from 1,676 to 2,551, the number of physi- 
cian superintendents decreased from 2,648 to 2,226, 
and the number of lay superintendents decreased 


from 2,528 to 1,545? 
a oe 

In 1934 there were 6,204 internships available in 
the United States, 3,982 were for 12 months, 2,222 
for more than 12 months averaging 20.7 months 
each ? 

* * * 

In the period 1927 to 1934 the number of ac- 
credited schools of nursing in hospitals decreased 
from 1,814 to 1,531, the number of physical therapy 
departments decreased from 2,091 to 2,000, the 
number of dental! departments increased from 796 
to 1,168, and the number of dentists in these de- 
partments increased from 1,682 to 3,277? 

1K * ok 

An efficient boiler plant uses 15 tons of air to 
burn 1 ton of coal to evaporate 10 tons of water? 
200 per cent excess air wastes 20 per cent of the 
coal. One city-wide survey of apartment building 
heating plants showed a variation of from 3 tons 
of water evaporated to 9 tons evaporated per ton 
of coal. 

Ae ee 

In 1934 the average patient stayed 11 days in non- 
governmental general hospital, 21 days in govern- 
mental hospitals, and 1,034 days in mental hospitals ? 

a ee 

A Circuit Court in Michigan has ruled that the 
patient is paying for the service and not for the 
materials that go into the x-ray film; he is not 
therefore entitled to the film, but only to the service? 

ie ea 


Experience to’ date with the various group hos- 


April, 1936 


pitalization plans in operation indicate that from 
7.5 per cent to 14.6 per cent of subscribers are ad- 
mitted annually and stay from an average of from 
5.3 days to 9.7 days? The number of days per sub- 
scriber year varied from 0.55 in Cleveland to 1.24 
in Dallas, Texas. The higher utilization rate re- 
sulted from inclusion of (a) individuals not mem- 
bers of employe groups, (b) women as compared 
to men, and (c) dependents as compared to em- 
ployed members. 
ee ee 
In 1934 the average per diem cost in 1,016 re- 
porting hospitals was $4.22? 


*x* * * 


In 1930 there were 80,000 student nurses in train- 
ing, in 1935 there were 67,533? 


* * * 


The first public health laboratory in the world 
was started by Dr. William H. Park in New York, 
1893? It was in this laboratory that antitoxin and 
toxin-antitoxin for protection against diphtheria 
was developed. Dr. Park retired recently after 
forty-two years in city health service. 


* * * 


The three-cents-a-day plan for hospital care en- 
rolled its 62,500th subscriber March 16, thereby 
equaling in ten months the first year enrollment mark 
set by the London Hospital Saving Association? 
The New York three-cents-a-day plan started opera- 
tion last May. The London plan, in operation for 
fourteen years, now has more than a million and a 
half subscribers. The New York plan is operated 
on a non-profit, non-charity basis. Subscribers re- 
ceive complete hospitalization for 21 days in semi- 
private accommodations in any one of 174 hospitals 
in return for subscriptions at the rate of three cents 
a day. 





Providing Funds for the Operation 
of the Hospital 


Current Revenues 
FRANK J. WALTER 


Superintendent, St. Luke’s Hospital, Denver, Colorado 


V U E CANNOT SHIFT the entire responsibility 


for hospitalization upon the government or upon 
philanthropy, and funds must, therefore, be provided 
through current revenues for hospital operation. In 
order that the premise may be clear to all, the term 
“current revenue” is here defined as income received 
by the hospital from the patients for services ren- 
dered. 

It is possible for a hospital to operate on funds 
received through its current revenues; many are 
doing so. But, if a hospital is to carry on the com- 
plete program, which is its obligation to the com- 
munity, including not only caring for the sick, but 
educating nurses and interns, furthering research, 
and contributing its share to the hospitalization of 
charity patients, it is not practical, nor is it fair, that 
it should do so by means of current revenues alone. 
Moreover, the hospital would not be serving the com- 
munity to the fullest extent possible if it performed 
none of these functions other than the actual care 
of the sick. It would be more economical for the 
community to carry on these functions by utilizing 
the already existing hospitals than to attempt to set 
up separate organizations for that purpose. 


It is in many places essential that the voluntary 
hospitals, operating for the most part on current 
revenues, must carry on the entire medical program 
of the community because there are no other hos- 
pitals to do so. However, if the hospital is attempt- 
ing to operate solely upon its current revenue, it 
must—in order to raise funds to carry on this other 
work—make a profit from those who are willing to 
make the necessary struggle and sacrifice to pay their 
hospital bills. But it is not fair to place a tax upon 
sickness to pay for these things which are part of 
the medical program of the community as a whole. 
The hospital which is financing these activities from 
its current revenues is charging its pay patients in 
excess, and should reduce its rates’ accordingly. 
However, the hospitals able to do this are so rela- 
tively few that we need not consider them in this 
discussion. The situation at present is that the volun- 
tary hospitals are facing the difficult problem of 
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maintaining their present price schedules, due to 
the increase in cost of operation, which has resulted 
from higher prices, governmental tax (either direct 
or indirect), increased standards of nursing, and 
more complicated therapeutic measures and apparatus 
required for the care of the patients. 

The hospital in order to serve its fullest purpose 
to society should not, under our present medical 
system, operate solely on current revenue ; but should 
have supplemental aid to carry on these activities, 
from other sources of providing funds—govern- 
mental assistance, endowments, and donations. 


Criticism of Wide Differences in Charges 
for the Same Care 


One of the chief criticisms, from the public, of 
the present system of charges is the fact that there 
is a wide differential among prices charged to patients 
in the various hospitals for the same kind of care. 
If the hospitals could adopt more uniform standards 
of rates, the public would have a better understanding 
and greater confidence in the fairness of hospital 
charges. It is granted that this is extremely difficult 
to do, because the standards of service in the hos- 
pitals vary. For example, the general nursing care 
in one hospital may be such that special duty nurs- 
ing is not required to care for the average patient, 
whereas another hospital whose basic rates are lower 
may offer inferior service, so that it is necessary for 
the patient in the end to employ special duty nurses. 
The patient’s hospitalization will in the end cost more 
in the second hospital than in the first. One hos- 
pital, whose charge may seem to the patient to be 
somewhat higher than those of a neighboring institu- 
tion, may include in its rates certain services for 
which the other hospital makes extra charges. Like- 
wise, the entire service of one hospital may be on 
a higher plane because of the qualifications and 
ability of the personnel, the superiority of equipment, 
and so forth, and therefore the rates cannot be fairly 
compared. 

Advantages of a Flat Rate 

Another common criticism regarding hospital costs 
is the fact that so many extra charges are made in 
addition to the per diem rate quoted to a patient when 
he enters the hospital. For example, the patient is 
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quoted $5.00 or $10.00 per day for his room; and he 
figures on that basis what the amount of his hospital 
bill will be! When the bill is ptesénted, it shows 
extra charges for drugs, operating room, laboratory, 
dressings, and so forth. This system of charges has 
caused the demand on the part of some doctors and 
patients for a flat rate schedule. The flat rate has 
the following advantages : 


1. The doctor and hospital can tell the patient in 
advance just what his operation will cost him; and 
he can then budget accordingly. 


2. Under a flat rate system, the physician will 
frequently: make use of the hospital’s diagnostic 
facilities, such as x-ray and pathological laboratory, 
to a greater extent than if each of these services are 
rendered at an additional charge to the patient. 


3. The flat rate effects a saving to the hospital, as 
it. eliminates some of the accounting procedures 
which are necessary when individual charges are 
made for the various services rendered. 


Disadvantages of a Flat Rate 
The flat rate system does have its disadvantages: 


1. Since the physical reactions of different indi- 
viduals to similar illnesses, operations, and treat- 
ments, vary so greatly, it is very difficult to dis- 
tribute the cost of these illnesses fairly. Some indi- 
viduals make normal recoveries, requiring compara- 
tively little attention and few medications; while 
others make slower recoveries with many complica- 
tions, requiring many drugs and extra services. Also, 
some persons demand and expect to receive more in- 
dividual services than do others. If all patients, 
therefore, are asked to pay the same flat rates for 
similar illnesses, it is clear that some individuals will 
help to pay for the illnesses of others. 


2. Flat rates can and have been abused to the 
extent that some hospitals which have had flat rates 
for laboratory and other diagnostic services have been 
forced to limit the service extended on these flat rates 
to an amount which the hospitals can afford to give. 
It has been the experience of hospitals that the serv- 
ices ordered for the patients who are paying on a 
flat rate basis exceed those ordered for the patients 
who are paying on the individual-charge basis. 


3. There is sometimes a feeling on the part of 
the patient or his relatives that, because a flat rate is 
being paid, the hospital attempts to economize on 
supplies. For example, one hospital charges a flat 
rate per day for oxygen used; and the relatives of 
patients have felt that the hospital was using less 
oxygen than the patients required, in order to save 
the expense to the hospital. 

On the whole, it is felt that the system of charg- 
ing the patient for the actual treatments and medica- 
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tions given, although it is in some ways: unsatisfac- 
tory, is more fair to the patient and the hospital than 
is the flat rate system. The patient is paying for 
what he receives, and receives everything he pays for. 
The hospital receives remuneration for the actual 
services rendered. 


Price Cutting 

Price cutting in the commercial world has always 
ended in disaster, and if applied to hospital manage- 
ment it cannot result otherwise. Some hospitals bid 
for, or accept, compensation and industrial cases at 
below cost. This loss must be made up from some 
other revenues, either current, governmental, or 
philanthropic. This.is an unethical practice, and is 
clearly as unjust as is the diverting of current rev- 
enue welfare and other actvities. The hospitals 
should not do this, as organizations—insurance com- 
panies and industrial groups—are operated for 
profit; and the hospitals should not be called upon 
to donate to that profit. It is also unfair to charge 
one of these industrial groups less for the same serv- 
ice than is charged the private individual who is at- 
tempting to pay his own expenses. Too often these 
groups have dictated to the hospitals what they will 
pay ; and because of lack of organization on the part 
of the hospitals, and because of the fear on the part 
of each individual hospital of losing business, they 
have accepted the offers of these industrial groups. 


Payment of Accounts 

It is not our purpose to discuss collection methods, 
but in a discussion of raising funds by current rev- 
enues the fact cannot be ignored that the revenue 
must be collected as well as earned. Accounts for 
medical care are the most difficult of all bills to col- 
lect. An institution cannot long survive, no matter 
what its volume of work may be, if it cannot collect 
its accounts. The hospital should know just what 
percentage of its bills are uncollectable. In deter- 
mining the percentage of bad debts, any account that 
is a year old is a very poor asset, if the patient is not 
making periodic payments as agreed upon at the time 
of hospitalization. It is only fair to the hospitals 
that definite business arrangements regarding the 
payment of accounts be made with patients at the 
time of admission to the hospital (emergency cases 
excepted) and that the patients be expected to fulfill 
the agreement made at that time. The percentage of 
losses varies, of course, in the different hospitals ac- 
cording to their policies. Some are more strict in 
requirements regarding deposits upon entrance. 
Some charge large numbers of cases to charity at the 
outset, while others retain them on their books and 
endeavor for a longer time to collect at least part of 
their doubtful accounts, rather than to charge them 
all to profit and loss. Either method, if followed to 
the extreme, gives a false impression of the status 





of the hospital accounts. Voluntary charity should 
not be confused with the uncollectable accounts or 
involuntary charity. 

Hospitalization is a costly procedure, but one 
which must be carried on regardless of the cost or 
of how the funds are raised. Some patients are 
themselves able to pay the entire cost of their hos- 
pital care, others only partially able to do so, and 
some are able to pay nothing. If a patient falls into 


the first class, hospitals could and should operate 
entirely upon funds obtained through current rev- 
enues. But, since the other two classes exist in very 
large numbers, some provision must be made for 
them. The second group, the part-pay patients, 
should be assisted either by group hospitalization or 
philanthropy; and the third class, the indigent 
patients, constitute a definite responsibility of 
philanthropic agencies or of the state. 


Summary—Preliminary Report of a Survey 
of Philadelphia Hospitals for 1934-35 


HAROLD T. PRENTZEL, B.S. IN ECONOMICS; A.M.; MEMBER A.C.H.A. 


Business Manager, Friends Hospital, Philadelphia 


:.. HOSPITALS 1928 and 1929 were prob- 
ably the most prosperous years of recent times. 
Under the direction of Haven Emerson, Ph.D., and 
based upon the data for these two years, a very 
complete and perhaps the most comprehensive health 
survey ever made was published under the title, 
“Philadelphia Hospital and Health Survey—1929.” 
The total cost of this survey approximated $70,000, 
and the resulting savings to the public would have 
been many times that amount if there had been suff- 
cient coordination between the various health agencies 
to follow the suggestions of the survey. 


In contrast to a most favorable year, it seemed de- 
sirable to make a survey of Philadelphia hospitals 
in a typical depression year, and the calendar year 
1934, or the nearest fiscal year prior to March 31, 
1935, was chosen as the most representative of the 
period. Wherever the date 1934 is used, the calen- 
dar year or the nearest fiscal year up to March 31, 
1935, is intended to be conveyed. As funds were 
not vailable for anything so extensive as the previous 
survey, it was decided to secure as much data and 
to analyze them as thoroughly as one individual’s 
time and funds would permit. The resulting report 
is termed “preliminary” as the data secured are suffi- 
ciently extensive to suggest analyses of greater 
variety and completeness which the limitation of time 
was precluded from this report. The publication of 
the complete report is, for obvious reasons, rather re- 
mote, but it is thought that a few of the more im- 
portant facts and the general conclusions revealed by 
them would be sufficiently interesting to warrant 
current publication. 

In the interest of brevity, the means of securing 
the data, and methods used in checking the accuracy 
of the material must necessarily be omitted. 


Twenty Thousand Hospital Beds—5' Million 
Patient Days 

Of the 59 recognized hospitals in Philadelphia, 54 
of them voluntarily cooperated in submitting the 
figures necessary for this report. Material from one 
hospital (less than 25 beds) was entirely excluded as 
being inaccurate. 

In the hospitals now operating in Philadelphia, 
there were 20,797 beds available in 1929. In the 
succeeding five years, 838 beds, or four per cent, 
were withdrawn from service, leaving a total in 1934 
of 19,959 beds for an urban population of less than 
two million. 

The total patient days in 58 hospitals in 1934 were 
5,481,161. 

Comparison with Chicago 

In contrast, Chicago with a population 73 per cent 
greater than Philadelphia, had 1300 fewer hospital 
beds in 1934. If the population in the two cities 
were equalized, Philadelphia with ten and a quarter 
beds for each thousand residents nearly doubles Chi- 
cago’s five and a half beds per thousand potential 
patients. The contrast is still more striking when 
the hospital bed occupancy of these two cities is con- 
sidered. Philadelphia hospitals had an everage oc- 
cupancy of 75.3 per cent of their total bed capacity 
whereas Chicago hospital occupancy was only 60 
per cent. The following table separates average oc- 
cupancy in government and non-government hospitals 
in the two cities and in the entire country: 


Factors Studied and Grouping of Hospitals 

In addition to the study of the relation of bed oc- 
cupancy to capacity, this factor received further 
analysis in the separation of beds into private and 
ward services. Data were also secured on the operat- 
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TABLE I. 


Total occupancy 
Non-government hospitals 
Government hospitals 


Philadelphia Chicago United States 
Per cent Per cent Per cent 
75.3 60 80 
65 49 59 
86.5 88 90 


TABLE II 


Pet. 


total 
beds 


Number 
General 57.1 
Special 12.5 
Mental and nervous: 6.0. cies 30.4 


Total Hospitals 100.0 0 


Total 
patient 
days 
2,873,713 

406,631 
2,200,817 


Average Pct. 
Unoceu- Occu- 
pied beds pancy 
3,513.8 69.1 
1,361.9 44.4 
44.4* 99.3 


Average 
patients 
7,873.2 
1,114.1 
6,029.6 


Capacity 
11,387 
2,498 
6,074 





19,959 5,481,161  15,016.9 75.3 


*To understand properly the 44 vacant beds in Mental and Nervous hospitals, it should be noted that one hospital used 


104 beds over its recognized capacity. 


ing loss or profit per patient day for ward and private 
service for each hospital. 

On the basis of these factors, a more complete 
analysis was made by the division of hospitals into 
groups according to service, size or capacity, control, 
and geographical districts within the city. This 
grouping facilitated an examination of the various 
economic and social forces operating in an intricate 
pattern upon urban institutions. 


Hospitals Classified According to Service 


As the following table indicates, the forty general 
hospitals with 57 per cent of the total beds were 
maintaining 70 per cent of the unoccupied beds. The 
fourteen special hospitals with one-eigth of the beds 
had 27 per cent of the empty beds. 


Hespitals Classified as to Size 


Over one-third of the hospitals in Philadelphia 
are under 100 beds in capacity and this group has 
the lowest bed occupancy of any other size group. 


Classification by Control 
The significance of this arrangement was the low 
occupancy of hospitals organized for profit—33.7 
per cent, and that of church hospitals—58.5 per cent, 
as compared with the 67.6 per cent occupancy of 
non-profit associations and 67.3 per cent occupied 


beds in all general and special hospitals (excluding 
U.S. Naval). 


Geographical Grouping 

The city was divided into seven geographical dis- 
tricts for the purpose of determining the available 
number of beds for the population. West of the 
Schuylkill river, in West Philadelphia, comprised 
two sections, north and south. In the narrow por- 
tion of Philadelphia, east of the Schuylkill and west 
of the Delaware river, the districts “South,” “Cen- 
tral” and “North Central” were defined. North of 
these sections and to the northwest boundary, the 
area was called the “North” district. The large 
“Northeast” area was undivided as the seventh dis- 
trict. 

As the growth of population within the city 
boundaries of Philadelphia is proceeding at a very 
slow rate, the 1930 census figures, indicating 1,950,- 
961 residents, was used. With 19,959 available hos- 
pital beds in 1934, there were 10.23 beds of all kinds 
for every 1000 residents. Limiting the figures to 
general hospital beds, there were 5.84 beds per 1000 
population. 

In considering the number of beds adequate to 
provide facilities for the population, the figure of 5 


TABLE III 


Pct. 


total 
beds 


Size Number 
TC FRRGEis ORI i ae le Reo iy 19 5.5 
No data 1 ee 
100 to 199 beds 15 10.1 
200 to 399 beds Eee 12 16.1 


Total 
patients 
days 


Average _ Pct. 
Unoceu- Occu- 
pied beds pancy 
509.7 53.4 
670.4 66.7 
1,075.4 66.5 


Average 
patients 
584.3 


Capacity 
1,094 

1,343.6 

2,135.6 


2,014 ’ 
3,211 779,475 


2,725.0 
177.0 
8,051.4 


15,061.9 


1,397.0 66.1 
363.0 328 
926.6 897 


400 to 699 beds 8 20.7 4,122 
Fc ay Kee 1 Die 540 
COWES oP INNS op a ek oc es Ss ae ee 3 44.9 8,978 


59 = 100.0 


994,639 
64,605 
2,938,754 





49201 75.3 


19,959 5,481,161 
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beds for each 1000 residents has been generally used 
as a basis of comparison. Unfortunately, there has 
been little uniformity in the definition of the ill- 
nesses for which these beds should be available. In 
the 1929 Philadelphia Survey, the basis used is 5 
beds, available for acute illnesses, per 1000 popula- 


of the beds, reported separate data on private and 
ward service. Of the 17,804 beds reported, only 
18 per cent or 3,139 were private. Of more than 
five million patient days, only 11 per cent were in 
private service. Private bed occupancy averaged 
only 50 per cent whereas ward bed occupancy was 


TABLE IV 


Pet. 


total 
beds 


Number 

Government 47.7 
Church and Fraternal— 

Church 11 13.5 

1 5 

es 12 14.0 

Non-Profit Associations 37.5 

No data 1 Sr 

Corporations (organized for profit)... 3 8 


Total all hospitals 59 ~=100.0 
tion. The 1934 Chicago Survey uses in comparison, 
beds available for all types of illnesses. 

Obviously, if beds for all illnesses are included, 
Philadelphia with over ten beds for each 1000 resi- 
dents, would seem to have twice the number of beds 
required for its population. This conclusion is 
proven, at once, to be erroneous by the fact that 75 
per cent of the beds were occupied. Either the basis 
of 5 beds for every 1000 people is in error for this 
urban area or its application should be limited to 
general hospital beds. On the latter basis, Phila- 
delphia had over 1600 beds in general hospitals be- 
yond the needs of its population. 

With increasing means of transportation, boundary 
lines of an urban area have become less effective in 
limiting the services of a community to its own resi- 
dents. A survey of a city’s hospital facilities can- 
not be presented in its full significance without ad- 
mitting the effects of the influence of the entire 
metropolitan area upon urban hospitals. It was esti- 
mated that in 1929, about 19 per cent of the patients 
of Philadelphia hospitals were non-residents. This 
factor is neutralized largely by the number of Phila- 
delphia patients in suburban hospitals. In one hos- 
pital, lying three and one-half miles outside the 
nearest boundary line of the city, over 12 per cent 
of the patients were residents of Philadelphia. The 
importance of the interrelation of urban and subur- 
ban hospitals in a metropolitan area is recognized, 
but in the absence of data indicating the effect of this 
interrelation, the prelusive nature of this report re- 
stricts the present study to hospitals within the politi- 
cal boundaries of the city proper. 


Analysis of Private and Ward Service 


Forty-nine hospitals, controlling ninety per cent 


Total 
patients 
days 
3,003,359 


Average _— Pet. 
Unoccu- Occu- 
pied beds pancy 

1,289.6 86.5 


Average 
patients 
8,228.4 


Capacity 
9,518 
2,702 576,981 1,580.8 1,121.2 58.5 

98.9 1.1 98.5 

1,679.7 1,122.3 59.9 


5,061.6 2,415.4 67.6 


100 36,103. 
2,802 
7,477 


613,084 
1,847,487 


140 47.2 928 337 





19,959 5,481,161 15,016.9 4,920.1 75.3 


83.4 per cent for all hospitals. Although there were 
414 times as many ward as private beds, there were 
only 114 times as many empty ward as empty private 
beds. 


Private Service Occupancy 

Only four hospitals had two-thirds of their private 
beds occupied, two of these being non-profit mental 
hospitals rendering no ward service. The two gen- 
eral hospitals having this high private occupancy 
were located in the North and Northeastern District, 
the two areas having the fewest number of general 
beds in proportion to population. In support of the 
indication that the North Central district requires 
a readaptation of its hospital facilities to the com- 
munity conditions, the greatest number of institutions 
with a private occupancy under one-third appear in 
this region. 

It has been shown that the Central city hospitals 
with forty beds per 1000 population had an oc- 
cupancy of 72 per cent. The private service of 
these hospitals is less favorable. One hospital had 
an occupancy in private service of 60 per cent. The 
three other large hospitals were between 38 per cent 
and 45 per cent in private bed occupancy. This would 
suggest that 13 private beds per 1000 population 
created a capacity too great to be supported almost 
entirely by non-residents of the section. 


Ward Service Occupancy 


Differential sectional trends similar to those 
shown in private service are also indicated in a study 
of ward service occupancy. Three areas, Northeast, 
North and West Philadelphia (South) are pre- 
dominate with all hospitals in these regions having 
a ward occupancy over two-thirds and with half the 
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number of hospitals with over 83 per cent of their 
ward beds occupied. 
Private and Ward Service According to Hospital 
Control 

Tables VI and VII exhibiting the number of oc- 
cupied beds in hospitals grouped as to their control, 
demonstrate the favorable position of non-profit as- 
sociations in contrast to church and _ corporation 
supervised institutions. 

Hospital Operating Losses 

With the exclusion of donations, state-aid funds, 
endowment income, and gifts, all hospitals in Phila- 
delphia operated at a loss in 1934. This is based on 
data secured from 45 hospitals comprising over three- 
fourths of the total beds and patient days. 

The total loss amounts to over four millions of 


Losses in 40 per cent of the hospitals cover a 
range of averages from fourteen cents to over ten 
dollars per patient day. 

The average profit per private patient day was 
seventy-two and a half cents in 1934. 

Referring again to the three geographical districts 
favorable to hospital occupancy, Northeast, North 
and West Philadelphia (South), only two general 
hospitals in these areas failed to show a profit on 
private service. 

Financial Data on Ward Service 

Receipts for ward service had an average range 
from nil to $2.98 per patient day. 

Ward service costs averaged from sixty-three 
cents per patient day in a government hospital to 
$4.84 in a church hospital. 


TABLE VI 
PRIVATE SERVICE OCCUPANCY 


Number 


6 
Non-profit associations 
Corporations (organized for profit) 
No private service 


Total 


dollars annually and averages one dollar per ‘patient 
day. 

If government operated hospitals are excluded, the 
net loss per patient day is $1.66. 

Financial Data on Private Service 

Receipts for private service range in average from 
$2.49 in one hospital to $9.66 per patient day in 
another. 

Only 60 per cent of the hospitals make a profit on 
their private service, and these profits range in vari- 
ous hospitals from an average of three cents to $3.26 
per patient day. 


Total Average Pet. 
patients Average Unoccup. Occu- 


Capacity days patients beds _— pancy 


703 109,918 301.2 401.8 42.8 
2,338 454,890 1,246.1 1,091.9 52.0 
98 22.2 75.8 22.6 








3.139 572914 «1,569.5 -:1,3695 50 


Losses varied from thirty-one cents in the same 
government hospital to $3.49 per patient day in a 
non-profit association. 


Excluding this government hospital, the average 
loss per patient day was $2.29. 


In only one geographical district was there any 
definite trend in losses. In the center of the city, 
three of the four large hospitals averaged a loss of 
one dollar or less per patient day, compared with the 
fourth large hospital which equalled the average loss 
of $2.29. 


TABLE VIII 
WARD SERVICE OCCUPANCY 


Number 


Government 

Church and Fraternal— 
Church 
Fraternal 


Non-profit associations 
Corporations (for profit) 
Others without Ward Service 


Sl wawWol Ho 


Total Average Pet. 
patients Average Unoccup. Occu- 


Capacity days patients beds _ pancy 


8,978 2,938,754 8,051.4 926.6 89.7 


1,411 333,226 913.0 498. 64.7 
100 36,103 98.9 1.1 98.9 


, 


369,329 1,011.9 499.1 67.0 
3,184.7 991.3 76.3 








511 
,176 1,162,398 


1 
4 








14,665 4.470481 12,2479 24171 834 
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Conclusions 
Five Thousand Excess Beds 


Although Philadelphia hospitals are not so un- 
favorably situated as institutions in several other 
large cities, the burden of nearly 5000 empty beds 


maintained at public expense causes an excessive | 


economic pressure upon a community already 
seriously affected by five years of depression. Thirty- 
five hundred of these empty beds comprised a little 
less than one-third of the total beds in general hos- 
pitals. Even upon the liberal basis of 5 beds for 
each 1000 residents, there are still 1600 general hos- 
pital beds in excess of this figure. This condition 
indicates that hospitals have expanded its services 
far beyond the demands which may be expected in 
the near future or even under emergency epidemic 
circumstances. The theoretical solution of this prob- 
lem is two-fold: 

(1) The elimination, by complete discontinuance 
or by mergers with other institutions, of cer- 
tain hospitals which have failed in their func- 
tions to meet the needs of the community. 


(2) The inauguration of a system of flexibility in 
hospital capacities in lieu of the present waste- 
ful rigidity which has permitted the disuse of 
only four per cent of hospital beds since 1929. 


In practice, the situation is more complex. No 
administrator or trustee will recommend that his 
hospital be closed until public opinion and economic 
pressure force such action. It requires community 
action by all the hospitals in the city and involves the 
study of the services, the administration and the finan- 
cial condition of individual hospitals. To make hos- 
pital capacities more flexible requires the readjust- 
ment of engineering, maintenance and housekeeping, 
as well as medical services so that sections of hos- 
pitals may be closed or placed in use with a minimum 
loss of time and with the resulting financial gains 
of such adaptability. 


Hospitals Under 100 Beds 


This survey demonstrates that hospitals having 
less than a 100-bed capacity are generally maintained 
with comparative little economic or medical justifica- 
tion for their existence. There are, however, a few 
notable exceptions. 


Church Hospitals 


Most of the church hospitals are in unfavorable 
positions as far as meeting the needs of their con- 
stituencies. In justice to the church members who 
support them, these hospitals require radical re- 
adaptation to meet their environmental conditions. 
In some instances, a permanent reduction in capacity 
may be practical, and in others, where environmental 
conditions have become too severe, the removal to 
new locations, near the outlying boundaries in the 


path of the moving population, may be economically 
necessary. 
Mental Hospitals 

There is an urgent need for more ward beds for 
mental patients. Ward care for mental illnesses has 
been assumed entirely by the city government in 
Philadelphia, and for years the facilities have been 
inadequate. With an undermanned staff, housed in 
buildings designed for 3000 residents, the patients, 
numbering at this writing over 6000, receive little 
more than custodial care. 

Between the inadequate custody of the ward 
patient at a cost of sixty-three cents a day, and the 
individual psychiatric and neurological treatments of 
patients in private mental hospitals at a cost of over 
five dollars a day, the insistent necessity for inter- 
mediate facilities is quite in evidence. 

Convalescent Facilities 


The care of convalescent patients has been grossly 
neglected. With the limited care required, these 
patients could be maintained at a cost considerably 
lower than that of hospital patients. By the estab- 
lishment of convalescent units in the unoccupied por- 
tions of hospitals, the demands of the community 
for this type of care would be fulfilled and the prob- 
lem of 5000 empty beds would be partially solved. 

Lower Cost Private Service 

There is another related cause of the low private 
bed occupancy in the fact that the cost of private 
service is beyond the means of a great portion of 
our population. Hospital insurance plans, called 
“group hospitalization,’ have contributed to the 
solution of this difficulty in many cities. The re- 
duction in the number of small hospitals, the flexi- 
bility of capacities, and a more equitable distribution 
of hospitals according to population likewise tend to 
decrease the cost of hospital service to the public. 
Better administration is another factor which has 
been recognized by the standards adopted by the 
American College of Hospital Administrators. 

Relation of Hospitals to Social Changes 

There has been too little recognition of the effect 
of social changes in the environment upon the medi: 
cal and economic success of hospitals. A hospital 
which has maintained standards of service designed 
for one sect, one nationality or one economic class 
has often been subjected to lower occupancies be- 
cause its administrator or governing board has been 
unable to observe the gradual social change in the 
community and the necessity for a variation in the 
standards or methods of rendering service adaptable 
to that change. 

A knowledge of the trend of social changes is es- 
sential to the hospital administrator and trustee be- 
cause the hospital is a part of the social pattern of 

(Continued on page 122) 
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National Hospital Day 


Radio Address 
OLIVER H. BARTINE 


Superintendent, Bridgeport Hospital, Bridgeport, Connecticut 


I. ADDRESSING YOU THIS EVENING through 
the courtesy of WICC my purpose is to acquaint 
you with the significance of National Hospital Day 
which is being celebrated by all the hospitals in the 
United States and many foreign countries. It is 
the desire of the Connecticut and the New England 
Hospital Associations, as well as the Amefican Hos- 
pital Association, that you become better acquainted 
with your hospital—for by so doing you will find a 
happy and stimulating experience. 

This movement to celebrate National Hospital 
Day had its inception fifteen years ago, and the date 
of May 12, was chosen because it was an ap- 
propriate day, being the anniversary of the birth of 
Florence Nightingale, that great English nurse who 
in 1854 was sent by the British Government to 
Crimea to take charge of the military nursing. She 
organized the nursing of that time on such a firm 
basis that she continues to be recognized as the leader 
of all nurses and her principles are still the founda- 
tion of our present-day nursing system. 

I want, if possible, to correct the impression still 
held by many that a hospital is a gloomy, depressing 
place—a place where one should dread to go. Of 
course no one wants to be sick, but those who in 
illness have had the good fortune to come in con- 
tact with hospitals as they are conducted today have 
very generally found them comfortable, happy and 
cheerful, and not a place to dread. 

What is National Hospital Day and what is its 
purpose? It is a day set apart for mutual exchange 
of acquaintance and understanding, a day on which 
the community is given an opportunity to become 
more familiar with its hospital. We owe the in- 
ception of this idea to our late friend, Matthew O. 
Foley, a man whom we feel rendered great and valu- 
able service in many directions to the hospital field. 
It was his dream that the hospitals and the people 
of the communities should be brought much closer 
together in order that they might understand each 
other’s needs and problems. 

National Hospital Day is purely an educational 
movement, a day on which friends and neighbors of 
a hospital can get better acquainted with it, and bet- 
ter understand why there are 7,000 hospitals in the 
United States and Canada working twenty-four 
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hours a day—every day in the year. Many hospitals 
exhibit some special feature of their work and all 
hospitals keep open house and are glad to welcome 
visitors to their institutions. 


The hospital today is a necessity and is becoming 
more necessary to every community every day. 
Medical science which has made many strides, could 
not advance without the research made possible by 
hospitals, nor would there be trained nurses nor 
highly skilled physicians without experience in hos- 
pital work. But, still more important to the indi- 
vidual, is the fact that life is so organized that the 
kindly help of a neighbor in time of illness, so com- 
mon only a few years ago, is today inadequate, and 
even the rich find it increasingly difficult to organize 
their households to care for serious illness. Our 
hospitals are doing your good neighboring. Then, 
too, even the wealthiest home cannot provide the 
facilities which are at hand in a modern hospital. 
As a result, persons of every financial status are 
more and more turning to the hospitals for care and 
treatment. 


Twenty years ago the average length of stay for 
a patient in a hospital was thirty-eight days—today 
it has been reduced to twelve days, a great gain for 
the patients and the community. Upon visiting your 
hospital, I would suggest that you ask them to show 
you the various departments that have helped to 
bring about this change. There will be modern 
operating rooms, excellent x-ray and radium equip- 
ment provided for the diagnosis and treatment of 
various diseases. 

They will glady show you the physiotherapy de- 
partment where stiff and painful joints are treated. 

The maternity departments are always a source 
of pride; there you may have the opportunity of 
looking at the most up-to-date equipment used to 
promote the safety of mother and child. You will 
be allowed to see the babies through the nursery 
windows and observe the meticulous care that is 
taken in handling them. 

The pathological laboratories are an essential link 
in the chain of diagnosis today. It is there that 
many of the finer points of diagnosis are made, and 
many a life saved or prolonged as a consequence 
of the work done in them. 
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Do not fail to visit the department of nutrition 
where special and regular foods are prepared for 
patients. 

It is now recognized that the care of the teeth is 
part of general medical care, so many hospitals have 
provided well equipped dental departments and have 
consulting dentists on their staffs. 

You will be interested in visiting the children’s 
wards, usually the happiest and most cheerful place 
in the hospital. The importance of these wards is 
increasing as we recognize the effect of good medical 
care on defects and illnesses incident to childhood, 
and the value of a sound body in the making of good 
citizens. 

The occupational therapy department is usually 
a gay and charming place where under the direc- 
tion of trained workers, patients learn to make ‘at- 
tractive articles; and mind and body are benefited 
by the mental and muscular activity. 


Hospitals will wish you to know more of their 
good schools of nursing where young women of 
fine type are prepared for the profession of nursing. 
It will be worthwhile for you to meet these student 
nurses, also the graduate supervisors, instructors and 
director who are responsible for the education of the 
students and also for the nursing care of the sick 
patients in the wards of the hospitals. 


Just as surely as you are interested in your own 
life and health, you will some day be interested in 
some hospital. Why not now? Visit the hospital 
of your choice and get acquainted. 


To the one with a real knowledge and understand- 
ing of the hospital, little fear will be experienced at 
the thought of going there when illness occurs. He 
will realize that the hospital is an institution where 
the sick and injured are cared for regardless of their 
race, creed, or financial status. 


We can scarcely appreciate the fact that it was 
in 1751, over 184 years ago, that the first hospital 
was founded in the American colonies. The estab- 
lishment of that hospital marked a great advance in 
the treatment of the sick and insane. The doctors 
of that day were eminent men and made important 
discoveries, but how crude does their practice seem 
when compared with the scope of medical science 
today. These 7,000 or more hospital in the United 
States and Canada have just one objective—to make 
available the proven and accepted resources of sci- 
ence and medicine in the care of the sick. 


Fifty years ago, 134 years after the establishment 
of the first hospital in America, there were only 149 
hospitals in the United States with a bed capacity 
of 34,000. Today the number of hospitals in the 
United States is approximately 7,000 with a capacity 
of over one million beds. Much of this phenomenal 





development has come during the past fifteen to 
twenty years. - The money: invested in these 7,000 
hospitals is estimated at approximately four billions 
of dollars. Millions of patients were admitted dur- 
ing 1934 and many more millions were treated in 
the out-patient departments. The operating cost of 
this work was over eight hundred millions of dollars. 
These figures are astounding and will give you an 
excellent idea of the great scope of the hospital work 
of the country. 


Can one have any realization of what would hap- 
pen if we did not have hospitals and what perils we 
would be subjected to without them? Fortunately 
we have hospitals throughout the country that are 
well able to care for the every day needs of the com- 
munity as well as caring for any unusual catastrophe 
or emergency that may arise. 


I feel that upon this occasion we should pay honor 
and respect to the physicians for the great amount 
of time given by them and for their fidelity and skill. 
Little do we realize the time, energy, and devotion 
given by the doctors to the care of the sick and af- 
flicted who are confined in general hospitals through- 
out New England and the country. We can hardly 
appreciate that over 50 per cent of the time and care 
that is devoted to patients in general hospitals is 
given without remuneration to the physicians. The 
medical profession deserves a great credit and respect 
for this valuable contribution that is so freely and 
graciously given. 

Appreciation of a very large measure is due to 
the Boards of Directors, committees and volunteer 
workers, all of whom are giving so generously of 
their experience and time. 


I wish to read to you a letter from Franklin D. 
Roosevelt, The President of the United States, to 
Mr. Albert G. Hahn, Chairman of the National Hos- 
pital Day Committee of the American Hospital As- 
sociation : 


THE WHITE HOUSE 
WASHINGTON 


February 25, 1936 
Dear Mr. Hahn: 


National Hospital Day, which is observed annually 
on May twelfth, is becoming year by year a day of 
increasing interest and importance. The day gives 
the people in all parts of the country an opportunity 
to become better acquainted with the work and needs 
of the hospitals, our most important defense in the 
battle against disease and injury. 


In all the world we cannot find better equipped 
or better staffed hospitals than those we have in our 
own country. But the support of the people must 
be regular and consistent if they are to maintain their 
present standards and march forward toward better 
services to the sick. 


I heartily endorse Hospital Day and trust our 
people throughout the land will accept the invitation 
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of the hospitals to visit them and thus become better 
acquainted with their services and with their needs. 
Very sincerely yours, 
FRANKLIN D. ROOSEVELT. 


Mr. Albert G. Hahn, 

Chairman, National Hospital Day Committee, 
Protestant Deaconess Hospital, 

Evansville, Indiana. 


President Roosevelt has always manifested great 
interest in the social well-being of the people—his 
invitation to know the hospitals is for the good of 
all. The past years of depression have been most 


difficult for business and industry in general. Hos- 
pitals must have good business administration as well 
as technical ; therefore, it speaks well for those con- 
cerned that our hospitals have successfully continued 
during these trying times. With the universal sym- 
pathetic aid and codperation that has been mani- 
fested by the citizens of our communities, hospitals 
will successfully come out of the present crisis and 
continue in their constructive work of healing man- 
kind. I sincerely hope that you will take advantage 
of the opportunity to establish friendly relations with 
your hospital on this National Hospital Day. 


N ews Notes 


Receives Gift of $28,000 for X-Ray 
Equipment 

The New England Deaconess Hospital in Boston 
has recently received a gift of $28,000 for new x-ray 
equipment. About eight thousand dollars will be 
spent on diagnostic equipment and twenty thousand 
dollars will be spent for the installation of a new 
400 K. V. machine for deep therapy. There are only 
two other 400 K. V. machines in the country; one in 
Richmond, Virginia (Dr. F. W. Hodges), and one 
in the St. John’s Hospital, Cleveland, Ohio. 

At the Deaconess Hospital they are going to im- 
merse the tube in oil, thereby giving the advantage 
of shorter distance in treatment. High voltage com- 
mercial machines have been immersed, including the 
tube, but the experiment of immersing so high volt- 
age tube in oil for pathological purposes has never 
before been tried. 


— 


Cincinnati Organizes a Hospital Council 
Cincinnati has organized a hospital council with 
A. E. Anderson as president. Mr. Anderson is the 
president .of the board of trustees of the Children’s 
Hospital, Cincinnati, Ohio, and is a member of the 
board of directors of the Procter and Gamble Com- 
pany. The hospital council is now discussing a 
group hospitalization plan, and it is hoped that the 
plan which is now in operation in Cleveland will be 
adopted throughout the entire state of Ohio. 


Boston City Hospital 
The Boston City Hospital is constructing a new 
Surgical Building, and it will be ready for occupancy 
within a short time. A feature of this new building 
is that the oxygen will be piped from a central tank 
located in the basement to the operating room floor 
and other parts of the building. 
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The House of St. Giles the Cripple 


The House of St. Giles the Cripple, which operates 
a hospital for orthopedic children in Brooklyn, and 
a convalescent home at Garden City, has retained 
Charles F. Neergaard, consultant, to advise on organ- 


ization policies and the modernization of its plant. 
—_———_ 


Dr. Andrew Smith has resigned as superintendent 
of the Knoxville General Hospital, Knoxville, Ten- 
nessee. Sam H. McCrary, who was at one time 
superintendent of this institution, has been appointed 


to succeed Dr. Smith. 
a 


Robert M. Porter, B. S., former Chief Pharmacist 
at The University Hospitals of Cleveland, and in- 
structor in Pharmacy at Western Reserve Univer- 
sity, has been chosen to fill the position of Assistant 
Administrator at The City Hospital of Akron, effec- 
tive as of March 1, 1936. 


sath all aici 

Mae Hindman has resigned as superintendent of 
the Palo Alto Hospital, Palo Alto, California, fol- 
lowing her marriage, and J. ¥. Philip, accountant 


at the hospital, has been appointed to succeed her. 
_——@——— 


Mrs. Orpha M. Kendall has succeeded Fannie R. 
Forth as superintendent of nurses and principal of 
the school of nursing at Methodist Episcopal Hos- 


pital, Indianapolis, Indiana. 
——__=<>——_—_—_ 


Harold F. Dold recently resigned as superintend- 
ent of the Homeopathic Hospital, Reading, Pennsyl- 
vania, to become superintendent of the W. A. Foote 
Memorial Hospital, Jackson, Michigan. G. R. 
Young, formerly industrial engineer of the Reading 
Iron Company, has succeeded Mr. Foote as super- 


intendent of the Homeopathic Hospital. 
nme nee 


Mrs. Florence L. Sanborn has succeeded Nellie 
Tarrant as superintendent of the Bristol Hospital, 
Bristol, Connecticut. 








Your Hospital and Public Education 


VERONICA MILLER, R.N. 


Superintendent, Henrotin Hospital, Chicago, Illinois 


ee ACCORDING TO THE DICTIONARY 
is the result of educating; the systematic develop- 
ment and cultivation of the natural powers, by in- 
culcation or example. In the hospital field we are 
confronted by tremendous problems. To say that 
the public needs educating is no reflection on its 
intelligence. What the public thinks about hospitals 
may be good, bad or indifferent and this is no re- 
flection on the intelligence of hospital leaders. 

We have reached a point in our complex civiliza- 
tion where, if we wish to retain what has been so 
painstakingly developed, we must be prepared to 
meet close scrutiny of our hospitals and decide on 
what social basis they are to be placed in the future. 

Public education is the means by which this will 
be established. It calls for concerted action and the 
serious attention of every one that is interested in 
the best medical service attainable. To say that the 
present situation of hospitals is no reflection on its 
leaders is in no manner trying to camouflage or 
dodge the issue. Is it not true that all institutions 
of learning and especially those of higher learning 
are faced with the same predicament as hospitals? 
The educational institutions are faced with the prob- 
lem of lowered income from their endowments and 
the restrictions placed on them, they are faced with 
the problem of what to do with talented, deserving 
students unable to pay their way. There is the ter- 
rific cost of research so vital to the progress of 
learning, the questionable multiplicity of discoveries 
and the continuance of their research. They must 
decide on the elimination and condensation of courses 
of doubtful value. These and hundreds of economic 
problems are facing these institutions whose sole 
purpose is education. With the talent of the world 
and in many instances untold millions to draw upon, 
they are confronted with the same difficulties as 
hospitals, namely, that of establishing some sort of 
security and adjustment to meet the changing social 
condition. 

Public education as used today is rather a loose 
term and is most easily confused with publicity for 
publicity’s sake or outright advertising. Just what 
is it the public should know about your hospital or 


This is the beginning of a series of articles by the Com- 
mittee on Public Education of the American Hospital Asso- 
ciation. Others will deal specifically with various subjects 
relating to hospitals. The Committee will welcome any 
constructive suggestion from within or without the field. 


hospitals in general? Is the average man interested 
in knowing that last year there were in the United 
States 319,991,485 patients’ days? A few might be, 
but to the average it would mean literally nothing 
except a few more figures. Is he interested in the. 
fact that there are 2,640 non-profit hospitals with 
268,568 beds that admitted 4,477,515 patients of the 
total number of 7,709,942 admitted to all hospitals 
last year, or that the census of 1935 showed 88 fewer 
hospitals and a gain of 28,249 hospital beds. That 
all depends on your audience. To begin with we 
have our first audience of 7,709,942 patients and by 
a wide margin the most important. Our contact 
with it establishes public opinion about hospitals. 
Public education no less than charity begins at home 
and the army of educators are the one million peo- 
ple who care for and contact the sick. How well 
educated are they? If they are not properly edu- 
cated all other attempts of educating the public are 
meaningless. 


Moulders of public opinion start from within the 
hospital field itself. This is a fundamental fact not 
to be cast aside. National public educational pro- 
grams on a big scale are costly but the simplest and 
still most effective campaigns are those by word of 
mouth. It is the best means of communication to 
drive home facts. Educational programs on hos- 
pitals have been outlined in detail in many of the 
annual reports of the American Hospital Associa- 
tion. The one of 1934 is especially recommended 
for your attention. 


It has been stated that hospitals are not. primarily 
educational institutions. With few exceptions this 
is a statement of fact. By the same token one might 
say they are not primarily business institutions. In 
no other field does the human element play so vital 
a part as in the hospital. It is a field peculiar to 
itself. It makes no difference how we divide or 
catalogue our hospitals, science takes the lead with 
a capital S. And as such according to size and type 
they become extremely complex institutions involv- 
ing the aid of science, education and business. 


The hospital administrator by the natural trend 
of events is forced into the role of an educator. He 
is the interpreter between the hospital and the public. 
He may use many channels for the dissemination of 
information. Primarily he should be the coordina- 
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tor and the expert, the same as’ any other person 
who is given recognition of. his specialty. 


There are approximately 6,500 hospitals in the 
country and there are approximately 6,500 peculiar 
problems. Each hospital has its own set-up, indi- 
vidual personnel and community or local peculiari- 
ties. One problem peculiar to all hospitals with the 
rarest exception is the economic one. In some in- 
stances, group hospital insurance seems to be the 
best possible solution. Hospital councils would seem 
to be the solution for other groups. The mediums to 
be used also vary according to locality. 


If we may term the changing social conditions the 
beginning of a new era in medicine, the trend seems 
pointed to preventive medicine. The field is limit- 
less. What would socialized medicine do for prog- 
ress? It-is almost unthinkable in view of the dis- 
coveries made that have stamped out many dis- 
eases and have so largely benefited mankind, to say 


nothing of the high plane to which medicine has 
reached in this country. In the past, hospitals, like 
banks and churches have been taken for granted. 
When the banks failed many went to the church to 
get help. The churches from a material standpoint 
were as bad off as the banks. It must be conceded, 
whatever may be said of our hospitals, as compared 
to all other public institutions; they have come 
through, maybe scarred and badly damaged but they 
have borne their load magnificently. 

No one is fit to educate except the ones who know 
their subject; furthermore, the educator must know 
his audience. No professor lectures in Chinese to 
an American audience. If he would be understood, 
he will speak the language of the audience. What- 
ever the subject, wherever the audience, education 
must go on or intellectual starvation and stagnation 
takes place. It is up to you and your hospital what 
the future of all hospitals is to be. Don’t overlook 
the opportunities of National Hospital Day! 


Did You Know That— 


A Washington bill, proposing that actions for 
malpractice must be instituted within two years, in- 
stead of three years as the law now provides, of the 
accrual of the cause of action, was killed ? 

‘cuacauaabbibeebids 

In regard to privileged communications, the legis- 
lature of Delaware killed a bill proposing to pro- 
hibit physicians or registered nurses from testifying 
as to any communications entrusted to them in their 
professional capacity and necessary and proper to 
enable them to discharge their duties ? 

annie 

An unsuccessful Massachusetts bill sought to 
amend the law prohibiting the divulging of hospital, 
dispensary, laboratory and morbidity reports and 
records pertaining to gonorrhea or syphilis by pro- 
posing that that law should not prevent a physician 
from informing the husband or wife or a patient 
with venereal disease when in his opinion advisable? 


el 


In connection with the time limit for instituting 
malpractice actions, a new Connecticut law (Conn. 
Laws, 1935, C. 190) provides that no action to re- 
cover damages for malpractice of a physician, den- 


tist, hospital or sanatorium “shall be brought but 
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within one year from the date of the act or omission 
complained of?” Under the prior law such action 
could be brought within two years of “the accrual 
of the cause of action.” 
sisal 
In 1880 only 11.8 per cent of our population were 
over fifty years of age, in 1930, this group had 
reached 17.2 per cent, and that by 1980 over 25 per 
cent of our people will be in the older age groups ? 
iacantaligad lain 
New York’s new three-cents-a-day plan for group 
hospital care enrolled 8098 during the month of 
February and now has a total enrollment of 55,000? 


——. 
Voluntary Hospitals 


Hospitals of our type were originally founded to 
meet a humane need. Their multiplication, the eff- 
ciency in the performance of their primary function, 
the care of the patient, and the quality and character 
of their services in recent years are all an assurance 
of their continuance in the future and of their neces- 
sity in our social order. 

MAITLAND ALEXANDER, D.D., 
President of Board, 
Allegheny General Hospital. 
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Group Hospitalization 
As It Relates to Providing Funds for the Operation of the Hospital 


ARTHUR M. CALVIN, F.A.C.H.A. 
Superintendent, Midway and Mounds Park Hospitals, St. Paul, Minnesota: 


W. ARE TOLD THAT the health of the peo- 


ple, including hospitalization, constitutes one of 
America’s most important enterprises. We are told 
that the hospital provides the most efficient means to 
care for the sick and the quickest way to restore a 
patient to industry or normal walks of life. Yet 
during the past few years voluntary hospitals have 
had great difficulty in keeping their doors open be- 
cause of the lack of patronage of pay patients, while 
at the same time thousands of people required hos- 
pitalization but were unable to use the services and 
facilities that have been developed for their benefit. 

In making a study of the care of the sick, it has 
been found that there has been no less sickness in 
spite of the fact that the voluntary hospitals showed 
a decreased percentage of paid occupancy to 56.5 
per cent last year, compared with the occupancy of 
government hospitals which reached the high per- 
centage of 89.8 per cent. The fact, of course, is that 
many who were unable to pay had to be cared for 
in tax-supported hospitals rather than in voluntary 
hospitals or go without needed care. The effect on 
voluntary hospitals, of course, was exacting. Most 
hospitals with their nurses, pathologists, engineers, 
administrative staffs, and non-professional workers 
like the smaller schools and churches who paid for 
the services of professors, teachers, and ministers 
through the medium of potatoes, cords of wood, and 
so forth, have had to reduce the salaries from the 
top down in order to stay within their budgets. 


Cost of Hospital Operation Increased 


As we picture the economic status of our hospitals 
today we find that we are faced with increased costs 
of operation due to the increased costs of commodi- 
ties, shorter hours of labor, increased salaries and 
wages, increased personnel, replacement of equip- 
ment, long delayed repairs, and in many instances 
some of our hospitals are subject to the new forms 
of taxation. We have had increased necessity of 
research, competent record keeping, higher educa- 
tion, necessity for all types of insurance for the pro- 
tection of the employees as well as the patients, and 
as we have added these costs to the operation of our 
hospitals, we find that none of them have added to 
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their income. As we endeavor to explain to the 
public the cost of operating the hospital, we find 
that they do not understand the yardstick with which 
hospital service is measured, that: hospitals are effi- 
ciently managed, and that hospital charges are rea- 
sonable as compared with the service rendered, but 
it is quite interesting to note that they do understand 
that for a few dollars a year they may have all the 
facilities of the: hospital when they need ‘it for a 
limited period of time. 


Increasing the Use of Hospital Beds 


Where there is an existing need for hospitalization 
and sufficient beds to satisfy that need waiting to be 
used, it appears that there must be a solution for 
such a condition, without having to legislate some 
type of social sickness program or compel the over- 
crowded tax-supported hospital to accept this re- 
sponsibility. There are vast differences of opinion 
as to who are responsible for hospitalizing the sick, 
and whether or not compulsory methods should be 
used through taxation, as has been the case for pub- 
lic schools. and public roads. There are some who 
believe that when economic conditions improve this 
whole question will be discarded and we will. go on 
as we have in the past. However, as hospital ad- 
ministrators, we know that long before the depres- 
sion years. hospitals found it difficult for the average 
individual to pay his hospital bill, and hospital in- 
come has decreased year after year from charge-offs 
of bad accounts and necessitated-charity. The vol- 
untary hospital must have money to finance the op- 
eration of these institutions, the same as the baker, 
the grocer, and all others who furnish goods or serv- 
ices. It must come from one of several sources: 
pay patients, contributions, endowments, gifts, be- 
quests, community chest, or state, county or city 
subsidy. 

The great source of voluntary hospital revenue 
in the past has come from pay patients. The income 
of this group during the past few years has been 
reduced to the extent that many have been unable to 
pay for hospital care. All of us have known of self- 
respecting persons who, unable to pay for this care, 
have been forced to choose between a hospital bill 
or the charity hospital. 
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The Problem of Hospital Economics 


The problem of hospitals as institutions today has 
become definitely a problem of economics. So much 
change has taken place in the administration of hos- 
pitals that proper adjustments to the original func- 
tions of hospitals have not been made. In other 
words, the hospital was primarily organized to care 
for the indigent. Gradually it became a necessary 
institution of every community where the sick in- 
dividual received special care that could not be given 
at home. Advancement of medicine and science 
brought on new and expensive treatments, increasing 
the cost ef the operation of the hospital. The re- 
sult was that the individual with means could buy 
the kind of service he needed; the poor received the 
service gratis; but the individual of average means, 
because of a desire for the best, was impoverished 
and pauperized at least for a limited time until his 
hospital bill was paid or the end result was that the 
hospital was deprived of the payment from many 
of this class of patients. 

It is no wonder that the hospitals were finding 
themselves in a most difficult position during these 
past few years when the income from philanthropy 
had decreased 75 per cent and investments had 
shrunk in value and in earning power, in addition 
to the decreased occupancy of pay patients. There 
appeared a great necessity for another source of 
economic factor to take its place. 


So the question everywhere has been, “What can 
be done to remedy the economic situation affecting 
our voluntary hospitals?” Some have appealed to 
the public for funds, the efforts of course have been 
considerably less than years ago. Appeals have been 
made to the Federal Government and in many in- 
stances subsidies have been provided by the state 
to the existing voluntary hospitals. 

The future of the voluntary hospital system, in 
my opinion, depends largely upon how we are going 
to solve this problem for upon it depends the pro- 
vision of financing hospital operation. If we can 
solve this problem by the means of group hospitaliza- 
tion, and there is no question but what the potential- 
ity of the plan is great, we will find a heavy burden 
lifted from those who will use our hospitals and at 
the same time add to the security of our voluntary 
system. 

For a great number of years there have been 
studies made and experiments provided in the en- 
deavor to solve the problem of finding a way in 
which the average public can be cared for at an 
amount that will fit its pocketbook. Plans were pro- 
vided for the care of middle class patients but no 
definite plan was proposed that provided not only for 
the patient of average means but at the same time 
covered the cost of the hospital operation. It was 
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not until the depression times that any real definite 
progress was made in general. 


Baylor Hospital Inaugurates Period of Payments 
for Hospital Care 

At every national and state hospital convention 
the question of economics arose. At one of these 
national meetings of the American Hospital Asso- 
ciation, held in New Orleans, Dr. J. H. Kimball, 
vice-president of the Baylor Hospital, Dallas, Texas, 
presented the plan of group hospitalization. As he 
viewed the empty beds of his hospital, at the same 
time knowing that there were many who needed 
hospitalization but could not afford it, he saw the 
significance of developing a plan which he termed 
“group hospitalization.” While similar plans have 
been carried on in different localities long before our 
present plan was proposed but under different meth- 
ods, it was not until 1930 that hospitals as groups 
became definitely interested in this plan which not 
only spread the cost of hospital care among groups 
of individuals but affected also the financing of the 
operation of the hospital. 

Today, as a direct result of the Dallas experience, 
I am told that over 300,000 employed people in the 
United States carry hospital service cards entitling 
them to service when they need it in the community 
hospitals named on their cards. We all recognize 
that group hospitalization is not a panacea for all 
the ills of hospital finance but had it been in force 
some years before the depression, it may have served 
at least some of the 400 or more hospitals that were 
required to close their doors due to the financial 
stress of operating these institutions. 


Others Besides the Public Benefit Through 
Group Hospitalization 


Primarily, group hospitalization is of importance 
and a source of benefit to the public. Of secondary 
importance, it relates itself to the financing of hos- 
pital operation. It affects others, also, which I will 
merely mention. The doctor, who finds that patients 
who have group hospitalization are benefited through 
the early payment of their patient bills, and the pa- 
tients are not lost to him by their going to a charity 
hospital. The boards of public welfare and others 
directly responsible for the care of the indigent sick, 
for it has been found in many instances that group 
hospitalization has been attributed to the reduction 
in patient occupancy of city and county institutions, 
resulting in lower costs of hospital administration 
and indirectly will mean lower taxation to the public. 
Then there are employers of groups of wage earn- 
ers, many of whom are interested in the welfare of 
their employees and their families, the evidence of 
their interests has been voiced in their assuming the 
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full payment of many groups that have enrolled in 
the group hospitalization plan. 


How the Hospital Benefits 


What are the direct benefits the hospital derives 
from group hospitalization ? 

In St. Paul and Minneapolis, the direct benefits 
the hospitals have received from group hospitalization 
are, first, during the first two years of its operaiton 
a total of $56,595.23 was paid to member hospitals, 
of which $43,587.28 was paid for the care of mem- 
bers and $13,007.95 for dependents. If we were to 
stop with our present membership, the hospitals will 
receive over $100,000 a year. This is the essential 
benefit that the hospitals in the Twin Cities have 
derived from group hospitalization. Just what per- 
centage of this sum would have been paid had the 
patients not been members is a speculative matter, of 
course. 


Questionnaires sent out to members who had re- 
ceived care themselves or whose dependents had re- 
ceived care, indicate that a great number of Hospital 
Service Association members and dependents re- 
ceived care in voluntary hospitals instead of going to 
tax-supported hospitals because of this membership. 
A great number of other replies to the questionnaire 
indicated that had the member not had this protec- 
tion he would have delayed going to the hospital until 
some later time when he felt he could be able to pay 
his hospital bill. Sufficient experience has not been 
gathered to indicate how far group hospitalization 
has affected the percentage of bed occupancy among 
the Twin City hospitals, although during these de- 
pression years every hospital in the Twin Cities has 
been occupied to a greater percentage than before 
group hospitalization was undertaken. Just how 
much of this is due to the revival in trade and how 
much is due to group hospitalization is difficult to 
determine. One thing is true, however, that the 
Ancker Hospital, which is the city and county hos- 
pital for St. Paul and Ramsey County, through the 
statement of its superintendent, has noted a percepti- 
ble decrease in the number of patients admitted since 
group hospitalization. was undertaken. The super- 
intendent of this hospital also feels that a large part 
of this drop in their patients is due to group hos- 
pitalization. 


There are additional advantages that group hos- 
pitalization provides besides dfrect funds for the 
operation of the hospital, and they are as follows: 


That members who ordinarily would have to use 
a ward bed accommodation now find it possible to 
engage a private room. They pay the difference be- 
tween $3.00 per day and the cost of the private room. 
This benefit to the hospital, in my opinion, is almost 
as important as the benefits derived from group hos- 


pitalization alone. This is also true in regard to de- 
pendent cases. Many men have said that when their 
wives or children went to the hospital they could not 
afford to give them better accommodations than the 
lowest priced wards. When the Association pays 
part of the bill they feel that they can use the same 
amount of money as they might have used for ward 
accommodations but in addition give their depend- 
ents or themselves the advantage and comfort of a 
private room. 

Another advantage is that to the members who 
have dependents hospitalized at 25 per cent discount. 
the ratio of collections from this group is consider- 
ably better than when dependents’ discount was not 
paid. This is difficult to explain but there is a psy- 
chological effect on the patient who has a $100.00 
hospital bill who receives a discount of 25 per cent 
or $25.00 and owes a balance of $75.00 to the hos- 
pital; the other patient who has no hospital service 
plan and who receives a $100.00 hospital bill thinks 
along the lines of the largeness of the bill and en- 
deavors to wait until he has accumulated a large 
enough payment to repay the hospital. 

Group hospitalization in the Twin Cities has in- 
directly been responsible for standardization of 
charges, eliminating the competition as far as room 
prices and special items are concerned—leaving only 
one form of competition, that of service. 


Our Hospital Service Association, which is repre- 
sented by all of the superintendents of the hospitals 
and two members of the trustees board of each hos- 
pital, meets regularly once a month to discuss the 
problems of finance, standardization of charges, and 
other items that may create any form of competition 
outside of service. Thousands of dollars have been 
added to the income of the member hospitals through 
this medium of a common understanding. Previous 
to the time group hospitalization was started, it was 
difficult to standardize charges to any large degree 
for the simple reason that there was no coordinating 
unit. 


Another advantage is that it has created a tre- 
mendous amount of publicity. We have been given 
free time on three radio stations in our community, 
each radio station allowing us from two to three pe- 
riods a week for several weeks. We have been 
given one period a week continuously from one radio 
station. The daily papers have been very gracious, 
they have published every article we have sent them, 
they have written editorials praising this idea, and 
they were one of the first groups to join as mem- 
bers, and the value of this service can not be over- 
estimated. 


These are the benefits of group hospitalization in 
providing funds for the operation of the hospital. 
I doubt if any hospital in the Twin Cities would care 
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to withdraw from this plan even though its direct 
benefits were of little or no value. Everywhere you 
go you hear folks talking about the hospital and this 
new plan; how the patient is receiving his hospital- 
ization through this plan; insurance companies, doc- 
tors, nurses, store, office and factory workers, em- 
ployees as well as employers applaud this new in- 
novation. 

The organization plan is in the hands of the hos- 
pital with members of the medical profession as their 
advisors, There will be no exploitation of any group 
of service. No pecuniary profit is received by any 
individual or group of individuals but indirectly 
each group, as mentioned in this article, has profited 
from the experience. 

New York City’s hospitals organized only a short 
time ago by the United Hospital Fund, has 151 hos- 
pitals already included in their plan and over 50,000 


subscribers; Washington, D. C., has nearly 20,000; 
Cleveland, Ohio, has nearly 20,000; in the Twin 
Cities we have 17,000 subscribers in addition to over 
25,000 dependents of subscribers, who receive 25 
per cent discount for a period of sixty days; Newark, 
New Jersey; Houston, Texas; Little Rock, Arkan- 
sas; Grinnell, Iowa; Sacramento, California; and 
many other American communities have turned to 
the group plan of paying hospital bills as the way 
“out.” Recently all of the hospitals in North Caro- 
lina set up a state-wide organization that will in- 
clude workers on the farms as well as industrial 
workers. The hospitals have found that the income 
from group hospitalization is steady and it increases 
paid occupancy. In our own experience, we believe 
it offers a definite, practical plan for the individual 
who requires hospital care and a legitimate means for 
increasing the income of voluntary hospitals. 


Minnesota Record Librarians’ Association 


A second annual meeting of the Minnesota Rec- 
ord Librarians Association will be held on May 14, 
1936, at the Lowry Hotel, St. Paul, Minnesota. Of- 
ficers of the Association are President, Sister M. 
Patricia, O. S. B., St. Mary’s Hospital, Duluth, 
Minnesota; Secretary Treasurer, Marjorie Goetze, 
Minneapolis General Hospital, Minneapolis, Minne- 
sota. 


Program 


10:00 a. m.—REGISTRATION. 

12:30 p.m.—LuNCHEON with the Minnesota State 
Hospital Association. Special table for Rec- 
ord Librarians of Minnesota. 

2:00 p.m—Presip1ne Sister M. Patricia, O.S.B. 

Superintendent St. Mary’s Hospital, 
Duluth, Minn.; President Minne- 
sota Record Librarians Associa- 
tion. 
Address of Welcome on behalf of the 
Minnesota State Hospital Association. 
Victor Anderson 
Abbott Hospital, Minneapolis, 
Minnesota; President Minnesota 
State Hospital Association. 
Address of Welcome to St. Paul on be- 
half of Record Librarians of St. Paul 
Speaker to be announced 

2:30 p. m.—Bus1Nness MEETING 
Reading of Minutes 
Reports of Committees 

Membership Committee 
Virginia Kellogg, Chairman 
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¥ Ancker Hospital, St. Paul, Minn. 
Program Committee 
Mary Gearns, Chairman 
St. Mary’s Hospital, Duluth, Minn. 
By-Laws Committee 
Mrs. Elizabeth Fiskett, Chairman 
St. Mary’s Hospital, Duluth, Minn. 
Local Arrangements 
To be appointed at a later date 
Nominating Committee 
To be appointed at a later date 


3:00 p. m.—ProGRAM 
The Unit System 
weseeeeeeS. R. Lee, M. D., Superintendent 
Ancker Hospital, St. Paul, Minn. 
Address....H. E. Hillegoe, M. D., Executive 
Secretary, Tuberculosis Division 
State Board of Control, St. Paul. 
Securing, Supervising and Using Medical 
Records. .Malcolm T. MacEachern, M. D., 
Chicago, Ill.; Associate Director 
American College of Surgeons. 


4:00 p. m.—Round Table Conference— 

Conducted by R. C. Buerki, M. D., 
Madison, Wis.; President Ameri- 
can Hospital Assoc.; Director of 
State of Wisconsin General Hos- 
pital. 


5 :00 p. m.—Installation of Officers. 


6:00 p.m.—DinNER—At St. Paul Athletic Club 
with the Minnesota State Hospital Association. 





Legal Decisions of Interest to Hospitals 


I HE REPORT OF DECISIONS dealing with hos- 


pital law contain numerous instances where suits 
have been instituted for injuries sustained as a re- 
sult of defective flooring. The common case is one 
in which the facts point to lack of repair or lack of 
adequate maintenance resulting in tears, holes, etc., 
in the flooring material. 

In Daniel v. J—n Infirmary, 163 So. 447, Supreme 
Court of Mississippi, (1935), plaintiff while walking 
from her room in the hospital, fell and broke her 
arm. Her complaint was that the floor was a highly 
polished, waxed linoleum, and that she lost her foot- 
ing because of the slippery condition of the floor. 
The covering was of the type known as “battleship” 
linoleum, and evidence was offered by the defendant 
institution to show that the surface of the floor had 
been installed in the customary manner, that it was 
cleaned regularly each week, and waxed according 
to the recommendations of the manufacturer. 

The Mississippi court held that the eviderice pre- 
sented by the plaintiff was insufficient to warrant the 
trial court’s sending the case to the jury on the issue 
whether the defendant had been negligent, thus deny- 
ing recovery to the plaintiff. 

The court considered the degree of care to be im- 
posed upon the institution, and in so doing, reaffirmed 
the generally accepted rule that the owners, or per- 
sons having control over a building are bound to ex- 
ercise reasonable care in the maintenance of floors 
so that they will be reasonably safe for those people 
having the right to use them. It is seen that there is 
no great burden imposed upon the building owner by 
the adoption of the above rule, for he is bound to 
exercise reasonable care only. In determining whether 
reasonable care has been displayed the jury, if the 
case is tried to a jury, are to consider all of the facts 
and circumstances surrounding the plaintiff at the 
time of the accident. 

Another point to be noted is the refusal of the 
court to here apply the doctrine of res ipsa loquitur, 
or the “thing speaks for itself.” This is a doctrine 
of the law of torts which imposes practically abso- 
lute liability upon the defendant, even though he 
may have been guilty of no affirmative act of negli- 
gence. The doctrine is most commonly applied to 
cases where it is shown that a brick falls from a 
building, or the coping breaks off, injuring a pas- 
serby. It was shown by the Mississippi court that 
the doctrine of res ipsa loquitur has no application 
to those cases in which the danger complained of is 
one which is entirely open and visible to the party 
injured. 


It may be said generally that the test followed by 
the courts in determining the liability of defendants 
under circumstances like those noticed in the instant 
case, contemplates the question whether the defendant 
has failed to take such reasonable care as is taken, or 
would be taken by reasonably prudent persons under 
similar circumstances. 

The case of Armstrong et ux v. Wallace et ux, 
47 Pac. (2) 740, District Court of Appeal, Cali- 
fornia, (1935), was an action against Carl T. Wal- 
lace, surgeon, and the Sisters of St. Joseph of Orange, 
a corporation operating a hospital, for injuries sus- 
tained by the wife of the plaintiff, Mrs. Armstrong, 
as a result of the negligence of Dr. Wallace and the 
corporation in failing to remove a laparotomy sponge 
from the abdominal cavity of Mrs. Armstrong upon 
the completion of a Caesarian operation. There was 
a verdict rendered in favor of both defendants and 
the plantiffs appealed. On appeal an order was en- 
tered granting a new trial to the plaintiffs with re- 
spect to the defendant surgeon, and the verdict in 
favor of the defendant corporation was affirmed. 

While cases of this type are fairly common in the 
history and development of hospital law in this 
country, and have received undue publicity from 
time to time, still the fact that accidents of the type 
seen here occur with frequency would seem to justify 
comment upon this most recent of cases dealing with 
the situation. 

After disposing of the question whether defendant 
corporation was a charitable organization, in which 
disposition it was said by the court that to determine 
whether the institution belongs to the charitable class 
it is necessary to look not only to the articles of in- 
corporation and by-laws, but also to the method of 
conducting the hospital, the court held that the physi- 
cian performing the operation is the one to bear 
the responsibility of seeing that sponges are properly 
removed from the abdominal cavity, and that the 
physician cannot relieve himself of this duty by re- 
liance upon a rule of operative technique of the hos- 
pital requiring the attending nurses to count the 
sponges as they are used and removed. 

Here it was beyond all question that the hospital 
itself had been negligent, for it was shown by the 
evidence that the attendant nurses had not made a 
count of the sponges after the operation ; fortunately, 
the defendant hospital was absolved of its negligence 
under the rule that charitable corporations are not 
to be held liable for the negligence of their employees 
or servants. 

The court also held that it was proper here to apply 
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the doctrine of res ipsa loquitur as against the physi- 
cian, and the fact that the doctrine could not be ap- 
plied as to his co-defendant hospital would not pre- 
vent its application to him. It is this type of acci- 
dent that speaks most eloquently for itself, and re- 
sults in the imposition of liability upon the one 
charged with the responsibility of the operation. Had 
the defendant corporation not been a charitable or- 
ganization, the rule of res ipsa loquitur might have 
been applied to it; for the mere fact that an accident 
happens under such circumstances is ordinarily suff- 
cient to admit of the application of this doctrine. 

In Timbrell et ux v. S—n Hospital, Inc., et al, 
47 Pac. (2) 737, Supreme Court of California, 
(1935), plaintiff and his wife sued for injuries 
caused the wife by reason of the negligent applica- 
tion of a hot water bottle to the patient. The evi- 
dence showed that hot water bottles and hot com- 
presses had been applied to the plaintiff while she 
was unconscious, that as a result of such application 
she suffered third degree burns which necessitated 
operations for grafting new skin to the burned areas. 

There was a verdict in favor of the private nurse 
of the plaintiff, who had been joined as a defendant 
with the hospital on the ground that she had applied 
the water bottles. The verdict was based on evidence 
which showed that the private nurse had not applied 
the bottles, but that a nurse in the employ of the 
hospital had applied them. A verdict was rendered 
against the hospital, which judgment and verdict 
were affirmed on appeal. 

The California court held on appeal that the ver- 
dict of the jury must have assumed that the injury 
occurred as a result of the negligence of some person 
in the regular employ of the hospital who adminis- 
tered the needs of the plaintiff when her private 
nurse was off duty. In such case, where the evidence 
reasonably supports the verdict, the findings of the 
jury will not ordinarily be disturbed by the appellate 
court. 

The fact that the defendant corporation was or- 
ganized for profit prevented application of the rule 
exempting hospitals from their negligent acts, since 
that rule applies only to charitable institutions. 

This case again presents a situation in which the 
doctrine of res ipsa loquitur applies inasmuch as the 
plaintiff was in no position to avoid the injury, and 
inasmuch as the placing of overheated water bottles 
upon an unconscious person speaks of negligence 
itself. 


In Bise et ux v. St. L—s Hospital, 43 Pac. (2) 
4, Supreme Court of Washington, (1935), plaintiff 
and his wife brought suit for the negligence of the 
hospital in permitting the wife to be burned by hot 
water bottles. Upon the trial there was a verdict in 
favor of plaintiffs, which was reversed on appeal. 
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The evidence showed that after the wife had been 
operated upon, she was removed to an ether bed in 
which were three hot water bottles. A student nurse 
had been directed to remove these bottles at the end 
of a certain period. Only two of the bottles were 
removed, with the result that the plaintiff’s wife suf- 
fered severe burns. 

At the outset, the court makes it plain that had the 
hospital been organized for profit, it would have been 
liable, but that since it is a charitable institution, it 
is not responsible for the negligence of an employee 
unless the defendant failed to use ordinary care in 
the selection and retention of the employee in 
question. 

Now, the plaintiffs offered evidence tending to 
show that the student nurse responsible for the in- 
juries in this case was not meeting the standards set 
up by the administrative staff in charge of nursing. 
There had been some unfavorable comments on her 
monthly reports. However, this evidence was for 
the jury to pass upon in connection with the issue 
of negligence of the defendant hospital, and by its 
verdict the jury found contrary to the established 
law of the State of Washington. Thus, on appeal 
the court pointed out that the mere fact that the 
nurse had been negligent in this one instance was 
not enough to charge the defendant hospital with 
negligence in retaining her. In such case, the 
plaintiff must show other acts of negligence, which 
will indicate that the authorities knew that the nurse 
was negligent, and were thus negligent in permitting 
her to continue her work with the institution. 


The Supreme Court of Washington refused to 
apply the doctrine of res ipsa loquitur to the facts 
of this case, although the facts would clearly permit 
application of the doctrine were it not for the charita- 
ble character of the defendant institution. To apply 
such rule to charitable hospitals would be to deprive 
them of the exemption created by the courts, and 
thus to make them liable generally for the negligence 
of their employees. 


In Mesedahl v. St. L—s Hospital Association of 
Duluth, 259 N. W. 819, Supreme Court of Minne- 
sota, (1935), suit was brought by the guardian of 
an incompetent person on the ground that by reason 
of the defendant’s negligence the incompetent had 
jumped from the window of his third floor room, 
thereby injuring himself. At the trial a verdict was 
rendered by the jury for $24,648, the court ordering 
a new trial unless the plaintiff should consent to a 
reduction of the verdict to $16,000. This judgment 
and verdict were reversed on appeal. Defendant is 
a general hospital, the patients not being furnished 
with a nurse in constant attendance. Plaintiff had 
entered the hospital to rest because of a nervous con- 
dition. The attending physician gave no instructions 
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to the hospital as to the application of restraints, or 
to take any other protective measures. It was shown 
that there were bars on the lower half of the 
plaintiff's room. 


The law in Minnesota on cases of this type was 
laid down in Mulliner v. Evangelischer Diakonies- 
senverein, 144 Minn. 392, 175 N. W. 699, wherein 
the court said: ‘Where a patient enters such a hos- 
pital, knowing that the number of nurses is less than 
the number of patients, he may not expect constant 
attendance, but the patient is entitled to such reason- 
able attention as his safety may require. .. . If the 
patient is temporarily bereft of reason, and is known 
by the hospital authorities to be in danger of self 
destruction, the authorities are in duty bound to use 
reasonable care to prevent such an act.” 


In the instant case the court said: “To the above 
may be added that if the actions of the patient are 
such that a reasonably prudent person should have, 
under the circumstances, anticipated an inclination 
on the part of the patient to attempt to escape or 
commit suicide, then reasonable care should have 
been exercised to prevent such act.” 


The conclusion obtained was that there had been 
no showing that plaintiff incompetent was delirious, 
and that he gave no outward indication of violence, 
and that therefore the facts bearing on the condition 
of the plaintiff, known to the hospital employees, or 
the condition which in the exercise of reasonable care 
on their part they should have known, were insuffi- 
cient to support a finding by the jury that the de- 
fendant was negligent in failing to anticipate and 
guard against the act of plaintiff incompetent in 
jumping from the window of his room. 


It is generally held in cases of this sort that if 
there was nothing in the conduct of the injured per- 
son to give the defendant hospital notice of any 
tendency toward violence or self destruction, then 
the hospital will not be held liable if injury result 
from the violent, insane act of the patient. 


In St. M—s Hospital v. Scanlon, 71 Fed. (2) 
739, (C.C.A. 8), which was an appeal from the 
United States District Court of Minnesota to the 
Circuit Court of Appeals for the Eighth Circuit, 
plaintiff took a judgment in the lower court for 
$6,500 on account of falling from the second story 
window of the maid’s home maintained in connec- 
tion with the hospital. The plaintiff charged that the 
defendant had been negligent in permitting her, a 
known sleep walker, to remain in a room without 
bars after an operation. Plaintiff had been in the 
hospital as a patient on a previous occasion, and she 
had then been observed to walk in her sleep. On 
the occasion in question the plaintiff entered the hos- 
pital and had an exploratory operation which dis- 


closed encephalitis. Evidence was offered that while 
in the hospital her sleep had been normal. 

The court first held that responsibility for her 
premature discharge lay with the surgeon, and not 
with the hospital. In considering the evidence the 
court pointed out that since the plaintiff was per- 
mitted to occupy the room in question not as a 
patient, but as a guest (she had been discharged from 
the hospital) and that since she was no longer in 
the employ of the hospital, she was merely a licensee, 
and as such, took the premises as she found them. 


Finally, the court pointed out that even if the 
plaintiff were a patient, the defendant would be 
liable only for failure to exercise such reasonable care 
toward her as her known condition might require, 
and that in no event would defendant be required to 
guard against an event which a reasonably prudent 
person, under the circumstances, would not antici- 
pate as likely to happen. 


——$<—— 
Gambling for Hospitals 


The recent lawsuit concerning losses sustained at 
a card party held on behalf of a London hospital, has 
attracted a good deal of public notice. It is, of 
course, well known that the gambling element enters 
into many of the schemes that are promoted for the 
assistance of hospitals. In the case in question, how- 
ever, there were certain features which led the 
learned Judge himself to express the hope that the 
hospital concerned would not permit any more such 
functions to be held on its behalf. It is rather un- 
likely that enterprises of this sort will be entirely 
stopped. The efforts of the government have cer- 
tainly had the result of stifling many undertakings 
that depended on the element of chance, but the man- 
in-the-street is still puzzled as to what is the guid- 
ing principle in these matters. In the case in ques- 
tion, the function appears to have been perfectly 
legal, although it received the strictures of a High 
Court Judge: whilst a 6d. Derby sweepstake run on 
behalf of a charity would be stopped by police, as 
being illegal. 

“The Hospital,” 


The Official Journal of the Hospital Officers’ 
Association, Inc., United Kingdom. 


a 


An Interesting Decision of the 
English Courts 


In Strangways-Lesmere v. Clayton and others, 
action was brought against the hospital and two of 
its nursing staff for the loss of a patient from a fatal 
dose of paraldehyde. It appears that the patient was 
ordered six drachms of paraldehyde before an opera- 
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tion, and that the doctor wrote the dose on the bed 
board. One nurse, it is alleged, transferred the in- 
structions to a piece of paper, and two other nurses 
respectively poured out and checked the dose as 
written on the first nurse’s note. On this, they said, 
the ounce and not the drachm symbol appeared. In 
consequence the plaintiff alleged that the patient, 
having received eight times the prescribed dose, died 
from it in two days. The paper was subsequently 
thrown away and only the doctor’s prescription on 
the bed board remains. 

Judgment was entered for the plaintiff against 
the nurses for the agreed sum of £100 with costs, 
and for the hospital against the plaintiff with costs. 

In commenting upon this The Nursing Times of 
London says, “Thus the nurses are called upon to 
find what, as far as damages for negligence go, may 
not seem to be a very large amount, but what, for 
most nurses, must appear a hopelessly large sum to 
raise. This decision is likely to establish a startling 
precedent, and since it is the clear duty of the nurs- 


ing profession to eliminate every conceivable oppor- 
tunity for mistakes to arise in the handling of danger- 
ous drugs—and after all, they must be handled day 
in, day out, in hospitalsk—we can only suggest that 
every hospital reconsider very carefully the rules 
which it at present enforces with regard to these mat- 
ters, and see whether any further steps are possible 
to make them not only more foolproof but more 
stringently applied.” 


Visitor Awarded $14,130 for Fall 
in Hospital 


A judgment of $14,130 was awarded in a lower 
court London, England, for injuries a woman re- 
ceived by slipping and falling on a polished floor in 
a hospital. The evidence showed she had come to 
visit her son who was a patient, and that her fall 
had permanently injured her thigh. This is the 
largest sum ever awarded in England in a similar 
complication of circumstances. 


Questions and Answers 


Question: “What percentage of the total num- 
bers of nurses are employed in operatng room 
nursing ?” 

Answer: The latest available figure on the 
number of graduate nurses in the United States is 
288,000. Probably this can be reduced by the num- 
ber of those not in actual practice in the profession 
by 100,000, leaving a total of 188,000. There are 
77,000 graduate nurses constantly employed in the 
hospitals of the United States, and of this number, 
4,350 are employed in operating room nursing. 
Based on the total number of nurses in the United 
States, the percentage of nurses employed in operat- 
ing room nursing is 1.5 per cent. 

Using a figure of 188,000 as a basis of those who 
are in actual practice of nursing in one form or an- 
other, the percentage would be 2.4, and based upon 
the total number of graduate nurses constantly em- 
ployed in hospitals (77,000) the percentage would 
be 5.6. 


conciseness 


Question: I am faced with the situation of 
providing something in the corridors surround- 
ing our kitchen that will prevent food trucks 
from scraping against the wall. We have placed 
wood and metal at the heights where they hit the 
wall, but the wood is gouged out and the metal 
is scraped, making it extremely unsightly. We 
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have contemplated a pipe railing extending near 
the floor so that it hits the bottom of the truck. 
Answer: It is suggested that you try putting 
rubber bumpers on the projecting parts of the food 
trucks. Such bumpers are obtainable from rubber 
manufacturers and dealers in rubber tired casters. 


——. 


Question: “I wish assistance in arranging a 
fire drill of some kind in this hospital. We have 
seventy beds on three different floors. Our boil- 
ers, cooking equipment, x-ray, laboratory, and 
laundry departments are in the basement of the 
building. We have two exits as fire escapes, one 
at each end of the building, eight hundred and 
forty feet of hose, and twenty fire extinguishers 
distributed over the different floors.” 

Answer: Fire drills, in the usual understand- 
ing of the term, are not advised for hospitals. The 
excitement and disturbance of patients, which are 
almost certain to result in some patients’ efforts to 
escape, may result in their very serious injury. 

Fire instruction classes with required attendance 
by every member of the personnel is about as far 
as it is advisable to go in preparation of personnel 
for meeting a fire emergency. In such a course the 
use of existing fire apparatus, extinguishers, etc., 
should be not only described but demonstrated. For 
evacuation of patients its is well to simply provide 
instructions for a fire alarm, and that at the sound- 





ing of the alarm all employees will report to place 
where they were last on duty. This distributes em- 
ployees over the entire institution in surroundings 
with which they are familiar, and where they can be 
easily reached for use in reinforcing the affected area. 
It also leaves as a mobile force such office, house- 
keeping, kitchen, and power plant employees as are 
available. The senior member of nursing staff pres- 
ent can take charge of the evacuation of patients from 
the threatened area; the senior member of the en- 
gineer force, or similarly qualified employees, to take 
charge of actual fire fighting until city fire depart- 
ment arrives. 

Since all fires are small at the start, prompt im- 
provised methods of extinguishing should be de- 
scribed ; such as the use of sand on oil fires, blankets 
or other means of smothering, or, if fire is in furni- 
ture or small portable equipment, throwing it out 
a window. 

If building is of fast burning material, such as 
wood interior, fire escapes of the stair type are 
liable to prove ineffective. A tubular type with a 
straight tube, as contrasted to the spiral tube so much 
used in schools, will permit the patient on his mat- 
tress to be evacuated with a minimum of injury. If 
the mattress is provided with loop hand-holds on the 
sides or at the corners, his handling will be much 
facilitated. 

But the prime objective should be to prevent fire. 
Boiler room, kitchen, laundry, x-ray, and laboratory 
departments should not be under patient areas, but 
rather in an adjacent building. Electric wiring should 
be frequently inspected and fuse boxes checked to 
prevent the use of dangerously oversize fuses. 
Elevator pits and closets should not be permitted to 
collect refuse. 

If it is not possible to correct fire hazards, the 
next recourse is to secure an automatic sprinkler sys- 
tem to include those areas not continuously occupied 
day and night. Such a system can be installed for 
less than ten cents per square foot of area protected, 
and it often happens that the reduction in insurance 
costs will repay the cost of this system in a short 
time. 

Since fire fighting is the business of the fire de- 
partment, and they are experts at it, every effort 
should be made to provide for their prompt notifica- 
tion, either by telephone or by alarm boxes con- 
nected directly into the city fire alarm system. 

Incidentally, the local fire department will be glad 
to send an inspector to make a thorough inspection 
of the buildings and point out any special hazards 
which may exist with recommendations for their 
control. 


SS en 


Question: Please describe for me the accepted 


method of computing the cost of food per patient 
per day. 

Answer: There are two commonly accepted 
methods of reporting raw food costs, one is in terms 
of per patient per day; the other in terms of per 
person per day. 

In the case of per patient per day simply divide 
the days maintenance of patients per month into the 
total cost of food consumed during the month. In 
the case of per person per day divide the number 
of days maintenance of all persons maintained, i. e. 
personnel fed plus patients, into total cost of food 
consumed. In the case of employees such as laundry 
workers, engineers, clerks, special nurses, etc., who 
receive but one or two meals a day, they should be 
computed as 14 or % day as the case may be—or 
more simply as ten days per month or 20 days per 
month. 

Another method is to keep a daily account of meals 
served to personnel other than patients and divide 
the monthly total by three to reduce it to terms of 
“per day”; then add this to the number of days 
maintenance of patients and divide as above indi- 
cated. 

Care should be taken to use as food cost, the actual 
amount used rather than the food purchased. In 
the case of certain staples such as canned goods, 
smoked meat, cereals, flavorings, etc., you may buy 
two or three months’ supply at one time or you may 
buy twice in one month and not at all the next 
month. 

There are two methods of arriving at this figure. 
One is by storing all staples in a general storeroom 
and only issuing to the kitchen storeroom as needed 
and the other is to take an inventory at the begin- 
ning of each month. In the latter method add the 
inventory value of all food on hand at the beginning 
of the month to the cost of food purchased during 
the month and subtract from this total the value of 
the inventory at the end of the month. The remain- 
der will represent the value of food actually used 
during the month and can be used in computing the 
cost per day, whether per patient or per person as 
desired. 

—_— 

Question: For some years the hospitals of 
this city have declined to accept for treatment 
active tuberculosis cases. We have in our city a 
tuberculosis sanatorium which admits only 
charity patients. Our staff has been asked to 
rule whether it is a safe practice to admit active 
tuberculosis cases, and how is this problem han- 
dled in other institutions? 

Answer: There is a general trend on the part 
of hospitals to accept tuberculosis patients who 
are in active stages of the disease. When such 
patients are accepted they should be segregated 
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from other patients, but it is generally recognized 
among tuberculosis specialists that there is not 
a great deal of danger to personnel and other 
patients in the hospital in contracting this dis- 
ease from an admitted patient when the proper 
technique is observed. 

The increase of tuberculosis in the United 
States, and the lack of a sufficient number of beds 
in special tuberculosis hospitals to accommodate 
all of the patients who should be admitted, make 
it desirable from the standpoint of the public 
welfare for general hospitals to accept this class 
of patients when they can do so without serious 
inconvenience to the operation of the hospital or 
without prejudice on the part of the other patients 
in the institution. It is an approved hospital 
procedure to admit them. 

sccniceldhaols 

Question: We shall appreciate any informa- 
tion that you can give us concerning the safety 
of an isolated obstetrical department on a floor by 
itself in a general hospital vs. the hospital de- 
voted exclusively to obstetrical cases. This from 
the standpoint of the incidence of puerperal in- 
fection in the two types of places. 

Answer: Patients can be treated with the 
same safety in an isolated obstetrical department 
that is in a ward or on a floor by itself, or in a 
separate wing of a general hospital devoted ex- 
clusively to the care of maternity patients, as 
they can in a special maternity hospital, provided 
that the usual obstetrical technique is followed. 
When the approved obstetrical technique is 
diligently applied, there should be no difference 
in the incidence of puerperal infection as between 
an obstetrical department located in a general 
hospital and that of a special maternity hospital. 

ocpieuinaaceas 

Question: We would like to know what is 
the general practice in other hospitals regarding 
concentration tests of the oxygen contents of 
oxygen tents when in use; particularly we would 
like to know how frequently it has been found 
advisable to make these tests? 

Answer: Authorities on the administration of 
oxygen agree that it is good practice to make a 
test of the concentration every four hours. Some 
hospitals test the concentration every hour, and 
others depend upon the condition of the patient 
entirely to determine whether the optimum 
oxygen concentration is being secured. 

‘iaidincalllaiicabas 

Question: Please advise upon the value or dis- 
advantages of rotation in the office of trustee in 
a medical institution. 

Answer: Any advantage that might accrue to 
a hospital through a rotation in the membership 
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of its trustees would be in the opportunity to in- 
terest and acquaint a larger number of prominent 
supporters of the institution with the policies of, 
and the services rendered by, the hospital. An- 
other advantage might be that under such a rule 
an indifferent or uninterested trustee might be 
removed without consequent ill-will. 

The disadvantages of the rotating plan would 
be that when the institution has valuable mem- 
bers on its board, who are interested in the work 
which the institution is doing, and who are mak- 
ing a valuable contribution to its operation, such 
members would be dropped from the board at 
the expiration of their term because of the rotat- 
ing rule. It would be much better to have a 
majority of the board continue in service, term 
after term, in order to secure permanency of 
policy for the institution and to maintain the 
confidence of the community in its management. 

catvienellicadde 

Question: What responsibility attaches to the 
surgeon in the hospital in performing a steriliza- 
tion operation, done separately or in connection 
with another surgical procedure, or in case of a 
Cesarean section and sterilization operation com- 
bined? Is it absolutely necessary for the hospital 
to secure a signed permission from both husband 
and wife before performing this type of surgical 
operation ? 

Answer: The same responsibility attaches to 
the surgeon in the hospital in the performance of 
a sterilization operation as would attach in the 
performance of any major surgical procedure. 

In an operation involving the sterilization of a 
man or woman, neither the surgeon nor the hos- 
pital can be too careful in securing the consent of 
the interested parties before the operation is per- 
formed. The results of an operation of this char- 
acter are so vital to the happiness of those con- 
cerned, that unless the operating surgeon or the 
hospital, or both, explain to the interested parties 
just what the consequences of the operation may 
be, they would be negligent, and there are few 
surgeons who would fail to do this. 

After the nature and the result of the operation 
was explained to the patient, and before the 
operation, the written consent of the interested 
parties should be secured. If the patient is a 
married woman, her own consent as well as that 
of her husband should be secured. If the patient 
is a married man, his consent as well as that of 
his wife should be secured, and secured in writ- 
ing. Whether the sterilization operation would 
be performed alone or following a Cesarean sec- 
tion, the hospital as well as the operating surgeon 
should be diligent in securing the consent of both 
husband wife before the operation. 
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Among the Associations 


State and Province Association News 


New England Hospital Association Holds 
Its Fourteenth Annual Convention 


The Fourteenth Annual Meeting of The New 
England Hospital Association was held February 
27, 28, and 29, 1936, at the Hotel Statler, Boston, 
Massachusetts. Registration, 453. This was one 
of the most successful meetings in its history. 


On Thursday morning, February 27, the business 
of the Association was conducted. A review of the 
nineteen years’ existence of the Dietetic Association 
and tracing its accomplishments, was presented by 
Mrs. Beula Becker Marble, secretary, American 
Dietetic Association. Quindara Oliver Dodge, 
whose paper appears in this issue, presented a con- 
cise and practical discussion of the position of the 
institutional housekeeper in a hospital. Round 
Table was conducted by Bertha W. Allen, superin- 
tendent, Newton Hospital, Newton Lower Falls, 
Mass. At the luncheon meeting, Dr. Charles F. 
Wilinsky, superintendent, Beth Israel Hospital, 
Boston, Mass., presented a paper on the Public 
Health Survey being carried forward in the State of 
Massachusetts—he traced the beginning and develop- 
ment of the Survey and its relationship to the health 
of the community. 

The Thursday afternoon session was devoted to 
nursing problems. Sister Francis James, St. Mary’s 
Hospital, Waterbury, Conn., whose paper appears 
in this issue, presented a paper on the “Nursing 
Education in the Out-Patient Department.” Eliza- 
beth E. Sullivan, supervisor, Schools of Nurs- 
ing, Massachusetts State Board of Registration of 
Nurses, Boston, presented a paper on “The Educa- 
tion of the Nurses at the Present Time.” Ann 
Wolf, principal of the School for Nursing, New 
York Medical Center, New York, presented a paper 
on “The Proposed New Curriculum for Training 
Schools.” The high mark in attendance at a single 
session was recorded—316 being present. 

On Friday morning, February 28, the session was 
resumed—the problems of the record librarians and 
social service admitting were considered. These two 
subjects proved to be most interesting and illuminat- 
ing for all in attendance. Friday afternoon was 
devoted to the topic of group hospitalization. 
Graham Davis, director of Hospital Service, The 
Duke Foundation, Charlotte, North Carolina, pre- 
sented “A Lesson from the British on Group Hos- 
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pitalization and Its State Wide Applications.” 
Frank VanDyk, executive director, Associated Hos- 
pital Service of New York, presented a paper on the 
application of group hospitalization to a city or a 
large metropolitan area. 

Saturday morning, February 29, was devoted to 
discussion of our Association problems. Hubert J. 
Mayrand of Hospirats presented a short discussion 
on our new publication and then opened the session 
to a round table asking for suggestions. James A. 
Hamilton, a member of the Committee on Member- 
ship Structure of the American Hospital Associa- 
tion presented a very concise and clear statement of 
the proposed changes in this structure. 

The round tables on Friday afternoon and on 
Saturday morning were most ably conducted by Dr. 
G. Harvey Agnew, secretary, Department of 
Hospital Services, Canadian Medical Association, 
Toronto, Ontario. 

At the luncheon meeting on Saturday, the presi- 
dent of the American Hospital Association, Dr. R. 
C. Buerki, presented a very clear and concise report 
of the activities of our Association from the National 
aspect, bringing to our attention the varied activities 
into which the Association has found itself in trying 
to co-ordinate the activities of the Association. 

The most important and pleasant surprise to the 
members of the Association was that of a Trustees’ 
Section, with 92 trustees in attendance—73 of whom 
registered, who met at the invitation of the Trus- 
tees of The New England Hospital Association to 
discuss their common problems. Ingersoll Bow- 
ditch, a trustee of the Faulkner Hospital, Jamaica 
Plain, Mass., and a very active member of the Amer- 
ican Hospital Association, presided at this session. 
He explained, first, the reason for the meeting ; then 
proceeded to lead the questioning into the matters of : 

Question of Legislation 

Workmen’s Compensation and Liability Insurance 

Publicity 

Entertainment of Visitors to Patients 

Superintendent present at Trustee Meetings 

Is Superintendent member of Hospital Staff? 

Care of Sick Members of Medical Staff 

Office Hours of Business Agents of Hospitals 

Training Schools for Nurses 

Paying expenses of delegates to Conventions 

Collection of Overdue Accounts 

This discussion and round table was conducted for 





* two hours, and proved to be so interesting that there 
were objections on the part of the trustees of hos- 
pitals in attendance to the fact that the session had to 
be closed. This experience was most gratifying and 
pleasant to the members of the Association and to 
the trustees of their hospitals. 

Lucy B. Abbott, R.N., superintendent of the 
William W. Backus: Hospital, Norwich, Conn.,.was 
elected president for the coming year ;-Dr. W, Frank- 
lin Wood, director of. McLean Hospital, Waver- 
ley, Mass., as vice-president ; Oliver G. Pratt, super- 
intendent of Salem Hospital, Salem, Mass., as treas- 
urer, and Dr. A. G. Engelbach, assistant director 
of the Massachusetts General Hospital, Boston, as 
secretary. 


The Seventh Annual Convention of the 
Texas State Hospital Association 
The Texas hospitals held their Seventh Annual 
Convention at the Adolphus Hotel, Dallas, on March 
6 and 7. At the opening session 276 representatives 
of hospitals from Texas and several from Oklahoma, 
Louisiana, and other states. were registered. 


Meeting concurrently with the hospital group were 
the Record Librarians of: Texas, and the Texas 
State Association of Nurse Anesthetists. 


The conference was opened ‘by -the. president, 
E. M. Collier, superintendent of ‘the. West Texas 
Baptist Sanitarium, Abilene. “ After President Col- 
lier’s address, the address of welcome by the Mayor, 
and the Response, Helen Nixon, dietitian of the 
Wichita: General Hospital, Wichita Falls, presented 
a discussion on “Dietetics in a Small Hospital,” and 
this‘ was followed by a dietetic round table, over 
which" Margaret Hale Rose, superintendent of the 
Wichita General Hospital, presided. 


One of the outstanding features of the convention 
was a discussion on “The Future of Nursing in 
Texas,” by Olga Briehan, R-N., directress of nurs- 
ing of the Baylor Hospital, and president of the 
Texas Graduate Nurses’ Association. In her dis- 
cussion she ‘emphasized the value of the proper train- 
ing of the nurse; and referred to the many avenues 
‘for the employment of~graduate nurses in Texas. 
She outlined the education -and-training of the quali- 
fred nurse,- and -presented -an encouraging analysis 
of the future of the nursing profession in Texas. 

A round table on nursing followed Miss Briehan’s 
discussion; led: by Ellen Louise Brient, R.N., super- 
intendent of the Nix Hospital, San Antonio. 

It was particularly noticeable that the Association’s 
time was largely~spent-in round ‘table discussions of 
practical problems upon the “subjects presented by 
the various speakers. The auditorium at each session 
was well filled with interested participants in the 
round table discussions and ir the demonstration. 


Another feature of the opening morning session 
was the address by J.. Dewey Lutes, executive secre- 
tary of the American College of Hospital Adminis- 
trators, and superintendent of Ravenswood Hospital, 
Chicago, on “The College of Hospital Administra- 
tors—A Benefit Association.”” Mr. Lutes followed 
the work of the College from its inception to the 
present time. He outlined the enlarged field of 
activity of the College, its interest in the develop- 
ment of competent hospital administrators, its re- 
search work in administrative problems, and_ its 
study in the plan and scope for the future develop- 
ment of the College. 


In the afternoon session an interesting demonstra- 
tion of the admitting office was staged by St. Joseph’s 
Hospital, Ft. Worth, under the direction of Sister 
Mary of Jesus and associates. This demonstration 
was very interesting and often amusing as the differ- 
ent types of patients applied for admission to the 
hospital. The inquiries that the applicants for ad- 
mission addressed to the admitting officer, the re- 
quests for information as to the facilities which the 
hospital provided, the perfectly natural and extem- 
poraneous dialogue between the prospective patients 
and the hospital authorities presented very forcefully 
the problems which the admitting office has to con- 
tend with and solve. The audience was impressed 
with the clever and sympathetic manner in which 
the admitting officer handled each applicant as he 
appeared for admission. Immediately following the 
demonstration, a round table on admissions was con- 
ducted by C. E. Blunt of the Lubbock Sanitarium, 
Lubbock. 

The record librarians arranged a demonstration, 
under the leadership of Billie Haag, R.N., rec- 
ord librarian of the Memorial Hospital, Houston, 
and president of the Record Librarians of North 
America. 

This was followed by an address by Dorothy: M. 
Hoadley, R.N., anesthetist of Methodist Hospital, 
Ft. Worth, and president of the Texas State Asso- 
ciation of Nurse Anesthetists. 


One of the features of this convention's session 
was the address by Dr. Malcolm T. MacEachern, 
associate director of American College of Surgeons, 
Chicago, on “Obstetrical Standards in Hospitals.” 
This was followed by a round table on hospital 
problems, led by Robert Jolly, superintendent of 
Memorial Hospital, Houston. 

The annual banquet was held at the Adolphus 
Hotel. Mr. Jolly was toastmaster, and in his in- 
imitable way kept the 175 banquet guests well en+ 
tertained. A musical program of exceptional merit 


‘was arranged by the exhibitors for the entertain 


ment of the guests. The guest speakers of the ban- 
(Continued on page 110) 
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Happy Gnaduation? 


You know only too well that the answer is going to 
depend largely on the uniform your girls will wear on 
graduation day. Just that little difference between being 
dressed precisely as they would like to be and having 
their uniforms not quite right will make or mar their 


graduation. 


The new uniforms in the Marvin-Neitzel line sparkle 
with refreshing smartness—they are so unlike anything 
you have seen before. You will be more pleased than 
you have ever been when you discover how much care 


we have taken to assure flattering fit and perfect tailorin<. 


If the graduation uniform for your class has not been 
selected we shall be anxious to send a sample line for 
your consideration. Write and tell us when you would 


like to see these uniforms. 


Troy, New York 
® 


“Everything from Cloth for the Hospital 
and School of Nursing” 


MARVIN-NEITZEL 
CORPORATION 
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“Advertising draws its power from the self- 
interest of the reader. It is successful because 
the reader knows it is to his advantage to 


respond to advertising. 


“Advertising, like every other enduring phase 
of business, exists because it is aiding society to 


create its masterpiece of better living.’’* 


Ponder the words, “to create its masterpiece of 


better living.” 


Part of better living, and a major part of creating 
better living come from the service offered by 


the hospitals of this country. 


Advertising in HOSPITALS, The Journal of the 
American Hospital Association, therefore is an 
application of an economic principle which draws 


its power from the self-interest of the reader. 


It is aiding the executives of hospitals to create 


each his own masterpiece of hospitalization. 


*From “The Wedge,” published by Batten, Barton, Durstine & Osborn. 
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MODERN ars 


Simpali ied and Trouble- tee 


HOSPITALS the world over recognize the significance of the name 


Castle ...a reputation built by decades of painstaking developments. 


CASTLE STERILIZERS are engineered from a careful study of actual 


Scouse age angremning Srmenion hospital requirements. CASTLE accepts responsibility of leadership 


available in all principal 


, in the development of simplified and modern improvements. 
centers, or writes 


COMPARE Castle’s newest features—without complicated mechan- 


WILMOT C ASTLE COMP ANY isms—with other similar features of the modern type. 


1181 UNIVERSITY AVENUE 


ROCHESTER, N. Y. PROGRESS is shown not alone in sterilizers, but in Castle Operating 


Lights, Laboratory Equipment, and the Humidicrib for premature infants. 


CASTLE oTERILIZERS 
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Among the Associations 
(Continued from page 106) 


quet were Dr. Bert W. Caldwell, executive secretary 
of the American Hospital Association, and Dr. Mal- 
colm T. MacEachern, associate director of the Amer- 
ican College of Surgeons. 


The convention was interested in the motion pic- 
ture, “Oxygen Therapy,” which was taken at the 
University of Wisconsin Hospitals, and shown 
through the courtesy of Dr. R. C. Buerki, president 
of the American Hospital Association. 


On Saturday the subject of discussion was legis- 
lation; the report of the legislative committee was 
presented, as well as the report of the General Coun- 
sel, Philip Overton of Dallas. Following this re- 
ports of the various committees, and the president’s 
report of State Presidents-Secretaries’ meeting were 
presented. 


The Texas State Hospital Association in the past 
seven years has developed into one of the most effi- 
cient of all the state organizations. It has gone 
about its work in a practical manner, has outlined 
its program, and has accomplished a great deal for 
Texas hospitals. As a result, hospitals in Texas are 
enjoying a prosperity that closely approaches that 
of five or six years ago. Its leaders are enthusiastic 
and constructive, and the Association represents in 
a very emphatic manner, what can be accomplished 
by a strong, cooperative state hospital organization. 
Much of the credit of the accomplishments of the 
Association for the past year must go to the presi- 
dent, E. M. Collier, and his committee chairmen. 


Mrs. Martha Roberson, R.N., of the Medical and 
Surgical Hospital, San Antonio, was elected presi- 
dent for the coming year; Mrs. Josie M. Roberts 
of the Methodist Hospital, Houston, as treasurer, 
and Mrs. Margaret Rose of the Wichita General 
Hospital, Wichita Falls, as secretary. Bryce L. 
Twitty was elected managing editor of the official 
publication of the Association. 


The exceptional program that was arranged for 
this meeting was the work of the program commit- 
tee, consisting of Robert Jolly of Houston, Sister 
Eugene of Houston, and Mrs. Martha Roberson of 
San Antonio. The general arrangements commit- 
tee for the convention consisted of Dr. J. H. Grose- 
close of Methodist Hospital, Dallas, May Smith of 
Brandford Memorial Hospital, Dallas, and Sister 
Antonia of St. Paul’s Hospital, Dallas. 


Iowa Hospital Association 


The Iowa Hospital Association Convention will 
be held at the Hotel Fort Des Moines, Des Moines, 


April 27 and 28, 1936. Meeting with the hospital 
association will be the Iowa League of Nursing 
Education, the Iowa State Dietetic Association, and 
the lowa Record Librarians’ Association. 


The tentative program is as follows: 


Monday Morning 


Robert E. Neff, Administrator, University Hospi- 
tals, Iowa City, “Widening Horizons in Hospital 
Economics” 

Round Table Discussion 


Monday Noon 
Luncheon at which business will be transacted 


Monday Afternoon 


Viana B. McCown, Director of Nursing Education, 
State of Iowa Department of Health, “The Future 
of Nursing Education.” 


Round Table Discussion 
Monday Evening 


Picnic on the grounds of the Broadlawns Hospital, 
Des Moines, for all attending the convention, in- 
cluding the representatives of the exhibitors 


Tuesday Morning 


A. M. Calvin, superintendent, Midway and Mounds 
Park Hospital, St. Paul, Minn., “Legislation, 
State and National” 

Round Table Discussion 


Tuesday Noon 


Luncheon at which Dr. Fred Moore of Des Moines 
will be the speaker 


Tuesday Afternoon 


A. E. Hardgrove, assistant secretary of the Ameri- 
can Hospital Association, “Inter-relationship of 
State and National Hospital Associations” 

Round Table Discussion 


Tuesday Evening 
The Annual Banquet 


nn 


The South Dakota State Hospital 
Association 


The South Dakota State Hospital Association will 
hold its annual meeting at Sioux Falls on May 6 
and 7. 

On May 6, the Allied Council of State Associa- 
tions, Medicine, Dental, Pharmacy, Nursing, and 


Hospital will meet jointly. 
en a 
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M. Burneice Larson, 
Director 





A MESSAGE IQ 
HOSPITAL PEOPLE 





It concerns the smooth, efficient operation of hospitals and the happiness of 
all hospital workers. 


There is one time in the life of nearly every hospital worker when he or she 


needs a new position. 


It is equally true that the hospital frequently must find new personnel who 
are skillful and. experienced. 


Where to find a new and better position or—where to find skilled and reliable 
personnel—that is our task and we are solving it successfully today. 


If your hospital should need a supervisor or instructor—a technician or diet- 
itian—a resident or a physician who is a specialist—a pathologist or radiol- 
ogist—or if you would advance your own position—we ask that you tell us 


your exact needs. : 


In absolute confidence we will help you find the right personnel, or—that 
finer opportunity for your own efforts. 





Among the well-trained and skillful candidates whom we can recommend to you are: 


Hospital Administrators Social Workers Resident Physicians 

Directors of Nurses Laboratory and Research Physicians who are qualified 
Assistants Workers to head the various de- 
Instructors Physiotherapists partments in_ hospitals, 
Supervisors Occupational Therapists group clinics, teaching, 
Anaesthetists Dietitians public health and indus- 
Staff Nurses Medical Secretaries trial organizations. 











The Medical Bureau 


Top Floor, Pittsfield Building Chicago, Illinois 
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Thirteenth Annual Conference of Minne- 
sota Hospital Association, May 
14th and 15th, 1936 
Hotel Lowry, St. Paul, Minnesota 
Tentative Program 


Thursday Morning 
9:00 A.M. 


Registration—Mezzanine Floor 


Opening Session 
....President Victor M. Anderson, Presiding 
Invocation 
Address of Welcome 
Resume of Committee Reports: 
1. Nominating Committee 
James McNee, Chairman, 
Superintendent, St. Luke’s Hospital, Duluth 
2. Appointment of Tellers 
3. Constitution and Rules 
thew eek ies deeen ee J. J. Drummond, Chairman. 
Manager, Worrall Hospital, Rochester 


. Economics 


. Insurance F. O. Hanson, D.D., Chairman, 
Superintendent, Swedish Hospital, Minneapolis 


ee a pee A. G. Stasel, Chairman, 
Superintendent, Eitel Hospital, Minneapolis 


. Membership...A. F. Branton, M.D., Chairman, 

Superintendent, Willmar Hospital and Clinic, 
Willmar 

. Nursing.......Susan Holmes, R.N., Chairman, 

Superintendent, Abbott Hospital, Minneapolis 

. Program Victor Anderson, Chairman, 

Manager, Abbott Hospital, Minneapolis 

WS TOBE os xk ice ces Rebecca Peterson, 

Superintendent, St. Andrew’s Hospital, Min- 
neapolis 

. Sanatorium . B. F. Smith, Chairman, 

Superintendent, Rochester State Hospital, 

Rochester 


. Small Hospitals 
i vn eee Madell Motsiff, R.N., Chairman, 
Superintendent, Wesley Hospital, Wadena 
3. Local Arrangements 
Peter Ward, M.D., Chaiman, 
Superintendent, Chas. T. Miller Hospital, 
St. Paul 
Discussion of Reports....... G. H. Freeman, M.D., 
Superintendent, St. Peter State Hospital, 
St. Peter 
Report of Treasurer Ray Amberg, Treasurer, 
Superintendent, University Hospital, Minne- 
apolis 
Report of Auditing Committee 
Walter H. Lundahl, Chairman, 
Business Manager, Glen Lake Sanatorium, 
Oak Park 
Special Committee Reports: 
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Incorporating State Hospital Association... . 
cai uwn howe date ceeweReres J. J. Drummond, 


Manager, Worrall Hospital, Rochester 


12:15 P.M. 


Luncheon—Ball Room, Hotel Lowry—Victor M. 
Anderson, Presiding 
Address—‘‘Unified Plan of Hospital Relationship,” 
Dr. Robert Buerki, President, American Hospital 
Association, and Superintendent, Wisconsin Gen- 
eral Hospital, Madison, Wisconsin 
“Participation Leads to Understanding” 
Address 
Malcolm T. MacEachern, M.D., F.A.C.H.A. 
Director of Hospital Activities, American 
College of Surgeons 
“Medico-Legal Aspects of Keeping Hospital 
Records” W. H. Hengstler, M.D. 
Medical Legal Advisory Committee, Minne- 
sota Medical Assn. 


Thursday Afternoon 
2:00-2:30 P.M. 
Symposium on Nursing Education: 
“The New Curriculum for Schools of Nursing” 
E. Muriel Anscombe, 
Superintendent, Jewish Hospital, St. Louis, 
Missouri 


2:30-2:45 P.M. 


Discussion Joseph G. Norby 
Superintendent, Fairview Hospital, Minne- 
apolis 


2:45-3:00 P.M. 


“Nursing Education from the Medical Point of 
George Earl, M.D., F.A.C.S., 
St. Paul, Minnesota 


3:00-3:30 P.M. 
Open Discussion 
3:30-3:50 P.M. 


“To What Extent Can Hospital Rates Be 
Standardized in a State”. .F. O. Hanson, D.D.., 
Superintendent, Swedish Hospital, Minneapo- 

lis 
3:50-4:00 P.M. 


DSOMMINR Si 5:53 6A RRR on ee eee 

Superintendent, St. Barnabas Hospital, Min- 
neapolis 

James McNee, 

Superintendent, St. Luke’s Hospital, Duluth. 


4:00-4:30 P.M. 


“Hospitalization of Veterans” Carl Hibbard. 
Manager, Veterans Administration, Minne- 
apolis 
4:30-5:00 P.M. 
“The Relationship of the State Hospitals to the 
Private Hospitals” Dr. S. R. Lee, 


Superintendent, Ancker Hospital, St. Paul. 
2:00-5:00 P.M. 


Departmental Meetings— 
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Superintendents of Hospital Training Schools 
Sylvia Melby, R.N., 
Superintendent of Nurses, Fairview Hospital, 
Minneapolis 
Dietitians’ Section Mabel Netz. 
President, Minnesota Dietitians Association 
Anesthetists Serena Zilisch, 
President, Minnesota Anesthetists Association 
Record Librarians Sister M. Patricia, O.S.B., 
President, Minnesota Record Librarians Asso- 
ciation. 


Thursday Evening 
6:00 P.M. 


Banquet (Informal)—Ball Room, Hotel Lowry— 
Victor M. Anderson, Presiding 
Introduction of Guests 
Presidential Address......... Victor M. Anderson, 
President, Minnesota Hospital Association 
PObbeth is sie os ip eee eek Wm. J. O’Brien, M.D., 
Professor of Pathology, University of Min- 
nesota 
( Entertainment ) 
“Participation Leads to Understanding” 


Friday. Morning 
9:00-10:00 A.M. 


Skit—“Admission and Discharge of Patients” 
Peter Ward, M.D., 
Superintendent, Chas. T. Miller Hospital, St. 
Paul 


10:00-10:30 A.M. 


“Fire Prevention for Hospitals”. ..Dewey Johnson, 
Fire Marshal, State of Minnesota 


10:30-12:00 A.M. 


“Providing Funds for the Operation of the Hospital” 
(a) Governmental Assistance A. G. Stasel, 
Superintendent, Eitel Hospital, Minneapolis 
(b) Current Revenues...... Rev. W. Merzdorf, 
Superintendent, St. Lucas Deaconess Hospi- 
tal, Faribault 
(c) Endowments, Gifts and Donations 
. L. B. Benson. 
Superintendent, Bethesda Hospital, St. Paul 
Group Hospitalization A. M. Calvin, 
Executive Manager, Mounds Park and Mid- 
way Hospitals, St. Paul. 


12:15 P.M. 


Luncheon—Address.. . . F. G. Carter, 
President, American College of Hospital Ad- 
ministrators ; 
Superintendent, Christ Hospital, Cincinnati 
PRB 6 caveat smh Dr. Bert W. Caldwell, 
Executive Secretary, American Hospital 
Assn. ; 
Editor of Hospitals. 
Sister M. Patricia, Vice-President, Presiding 


Friday Afternoon 
2:00-3:30 P.M. 
Round Table—‘‘Administrative Problems”... . 
Conducted by E. Muriel Anscombe, 


Superintendent, Jewish Hospital, St. Louis, 
Missouri 


3:30-4:00 P.M. 


“Group Hospitalization in the Twin Cities— 
How Can It Be Applied to the State?” 
E. A. van Steenwyk, 


Executive Secretary, Minnesota Hospital 


Service Association 
4:00-4:30 P.M. 


“The Control of T. B. Among Nurses and Hos- 
pital Personnel” Dr. H. A. Burns, 
Medical Director, State Sanatorium, Ah- 

Gwah-Ching 


4:30-5:00 P.M. 


“Hospital Eligibility Requirements for Free 
Care Either from the Standpoint of the 
Public or the Private Institution” 

Mrs. Edith Walgreen, 
Wilder Charities, St. Paul 


5:00 P.M. 


Business Section— 
Report of Tellers 
Report of Resolutions Committee 
Dr. G. H. Freeman, 
Superintendent, St. Peter State Hospital, St. 
Peter 
Other Business 
Adjournment. 


“Participation Leads to Understanding” 


The Annual Conference of the Nebraska 
State Hospital Association 

The Hospital Association of Nebraska held its 
1936 convention in Omaha, immediately following 
the Regional Conference of the American College 
of Surgeons held in the same city. It was the best 
attended convention that the Nebraska State Hos- 
pital Association has enjoyed. A majority of the 
hospitals in the state were represented, as well as 
many registrants from Colorado, Kansas, the Da- 
kotas, Minnesota, and Iowa. 

The program covered discussion of pertinent hos- 
pital problems, departmental demonstrations, and 
round table conferences. 

Among the subjects discussed were: “Providing 
Funds for the Operation of Our Hospitals,” “Cur- 
rent Revenues,’ “Endowments, Gifts, and Dona- 
tions,” “Group Hospitalization,” “The Responsibility 
of the Medical Staffs in the Instruction of Interns,” 
“The Larger Use of Nurses’ Aids in the Hospital.” 

The panel discussion of departmental activities 
was conducted by the Rev. Emil G. Chinlund, super- 
intendent of Immanuel Hospital and covered ‘‘Ad- 
mitting and Discharging Procedures,” “Business 
Methods,” “Nursing Service,” “Good Service,” “Op- 
erating Room Management,’ “Housekeeping,” 
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made especially for the care of infants to protect their delicate skin and end many 
of the irritating skin troubles. It is pure, antiseptic, healing and not sticky or greasy. 


The Perfect Baby Soap is an improved Hospital Disinfectant, Germicide, 


A pure, mild liquid soap that keeps babies tender Antiseptic, bleach and deodorant of high germ- 
skin cool and clean. Nothing but the purest in- icidal value, and can be used in every department 
gredients are used in this high-quality product. in the Hospital. 
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“Practical Economies,” and “Public Relations.” 

The round tables were led by Robert Jolly and 
Dr. Malcolm T. MacEachern. 

The demonstrations of hospital procedures were 
the most interesting features of the program. The 
demonstration on the “Care of the Obstetrical Pa- 
tient” in the General Hospital was held at the Ne- 
braska Methodist Episcopal Hospital and was con- 
ducted by its superintendent, Rev. Harry E. Hess. 

Among the prominent hospital people who ad- 
dressed the meetings were: Dr. Arthur Steindler 
and Clinton F. Smith, of the University of Iowa, 
Frank J. Walter, of Denver, Arthur M. Calvin, of 
St. Paul, Sister M. Honorine, of St. Joseph’s Hos- 
pital, Sister Olive Cullenberg, of Immanuel Hospital, 
and Mildred Constantine, superintendent of Bishop 
Clarkson Memorial Hospital, Dr. G. T. Notson, of 
Sioux City, Iowa, Robert Jolly, of Houston, Texas, 
Dr. Malcolm T. MacEachern, Associate director of 
the American College of Surgeons, and Arden E. 
Hardgrove, assistant secretary of the American Hos- 
pital Association. 


oles ndilalacsia 
The Kentucky Hospital Association Holds 
Its Annual Convention 

The Kentucky State Hospital Association held its 
annual convention in Louisville, May 19-21, with the 
largest attendance in its history. The convention 
followed the Annual Regional Conference of the 
American College of Surgeons. 

Adeline Hughes, superintendent of the Jew- 
ish Hospital, and president of the Kentucky State 
Hospital Association, together with her program 
committee, arranged a program that attracted hos- 
pital people from all over the state. Two-thirds of 
Kentucky’s hospitals were represented at this con- 
vention. 

Friday morning’s session was given over to the 
addresses of welcome, the reports of the standing 
committees, and the business of the Association. The 
delegates were welcomed by Dr. H. R. Leavell, 
Health Officer of Louisville, and Ernest Shouse, 
president of the Louisville Hospital Council. 

Carrie Woods of Norton Memorial Infirmary, 
presented a constructive discussion on “Nursing 
Schools of Today and Tomorrow.” Her address is 
presented in full in this issue. Dr. C. Rufus Rorem 
conducted a round table on Group Hospitalization 
and Hospital Accounting. 

The luncheon meeting was addressed by Dr. Bert 
W. Caldwell, executive secretary of the American 
Hospital Association. 

The afternoon was. given over to hospital pro- 
cedure demonstrations conducted by Paul Fesler and 
Robert Jolly. 
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The following demonstrations were staged: “Op- 
erating Room Technique,” Miss Coffinelle, R.N., 
Jewish Hospital; “Obstetrical Technique,’ Louise 
Spurling, R. N., Kentucky Baptist Hospital ; “Rec- 
ord Library,” Frances Hooper, Jewish Hospital; 
“Housekeeping and House Cleaning,’ Mrs. Ida 
Brill, City Hospital; “Installation and Organization 
of the Drug Room,” Earl Snyder, City Hospital ; 
“Central Food 'Service,” Margie Glauser, Jewish 
Hospital, all of Louisville. 

On Saturday morning, Dr. Malcolm T. Mac- 
Eachern, associate director of the American College 
of Surgeons, led the discussion on “Maternity Care 
in Hospitals,” and Robert Jolly conducted a round 
table on “The Problems of the Small Hospital.” 

The officers elected for the coming year are: 


President 
E. P. Guerrant, M.D., superintendent, Guerrant 
Hospital, Winchester. 
President-elect 
H. L. Dobbs, superintendent, Kentucky Baptist 
Hospital, Louisville. 
Executive Secretary and Treasurer 
Elsie L. Delin, R.N., superintendent, Children’s 
Free Hospital, Louisville. 
Trustees 
Adeline M. Hughes 
Annie L. Allen 
Nan Cox 
Lillian Stout 
E. J. Murray, M.D. 


Michigan State Hospital Association 

The dates for the annual convention of the Michi- 
gan Hospital Association have been decided upon for 
May 28 and 29, at Grand Rapids, Michigan. The 
dietitians and record librarians will also hold their 
meeting at the same time. : 


Kneaeaiibiasoien 
Pennsylvania State Hospital Association 

Pennsylvania State Dietetic Association will hold 
its annual convention in State College, Pennsylvania, 
May 14, and 15, at the Nittany Lion Hotel. The fol- 
lowing are chairmen of committees: 

Jean Hood—Program. 

Phyllis K. Sprague—Publicity and Hospitality. 

ices 

Washington State Hospital Association 

The Washington State Hospital Association will 
hold its annual meeting at the Providence Hospital, 
Seattle, Saturday, May 2. 

Dr. K. H. Van Norman, president, and Dr. A. C. 
Jordan, secretary, have arranged an interesting pro- 
gram that will attract a large attendance. 
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accepted facts about 


LT 


Conditioning 


that point to one 
conclusion 


FIRST FACT: 


SECOND FACT: 


CONCLUSION: 


F you are concerned with hospital manage- 

ment, you are interested in air conditioning. 
But before you approve the use of your institu- 
tion’s funds, make certain that you will get the 
results you expect. An air conditioning system 
cannot be demonstrated in advance. Since you 
must buy on faith, it is wise to consult a reliable 
and experienced authority. Consider these facts: 


Summer air conditioning is basically cool- 
ing and dehumidifying (taking the excess 
heat and moisture out of the air). 





The accepted method of cooling and de- 
humidifying is by electric refrigeration. 





These simple facts clearly indicate that you 
should buy your air conditioning from the 


organization that represents the most experience 
int the design, manufacture and application of electric 
refrigeration equipment. 

Delco-Frigidaire Conditioning Corporation, 
with its General Motors background, is that 
organization. 

Here is convincing proof of this statement: 


DESIGN: Direct cooling methods of modern 
air conditioning are possible because of General 
Motors refrigeration developments. Chief among 
these is FREON, a cooling medium so superior 
that it nowis universally used in air conditioning. 


MANUFACTURE: General Motors, through 
its Frigidaire division, is the world’s largest 
builder of refrigeration equipment. This equip- 
ment is typical of General Motors’ recognized 
ability in fine precision manufacturing. This 
skill, directed to air conditioning, produces 
equipment which does more work for less cost. 


APPLICATION: Air conditioning installa- 
tions, using General Motors products, are num- 
bered by thousands. For years these have met 
requirements ranging from single rooms and 
offices to entire hotels and apartment houses. 
Virtually every type of business and industry has 
Delco-Frigidaire Conditioning installations. 

These important facts point to Delco-Frigi- 
daire Conditioning Corporation as the organiza- 
tion best able to give your hospital the full 
advantages of air conditioning. 

Your installation will be designed and in- 
stalled by men who are qualified by training and 
experience to give you dependable, economical 
air conditioning at a minimum cost. 


Consider all these facts. Get ALL 
the proof. Mail the coupon today. 


Delco-Frigidaire Conditioning Corporation, 
Dayton, Ohio. 
Please give me full details about air condi- 
tioning ( ) operating rooms (_) private 
rooms (_ ) laboratories (_) entire buildings. 





PRODUCTS OF GENERAL MOTORS 


DELCO-FRIGIDAIRE CONDITIONING CORPORATION 


AIR CONDITIONING DAYTON, OHIO 4U70MATIC HEATING 
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The Tenth Annual Convention of the 
Association of Western Hospital, 
San Francisco, April 20-23 


The Association of Western Hospitals and the 
Western Catholic Hospital Association will hold a 
four-day convention and exposition in San Fran- 
cisco April 20-23, 1936. The theme for the con- 
vention is “The Evolution of the Modern Hospital 
to Meet Our Changing Conditions.” 


The general plan of the program is a departure 
from those of other years in that all afternoon ses- 
sions will be informal discussions and round tables 
dealing with the practical problems with which every 
hospital worker is confronted today. 


Hospitals in the Western states, many of them 
small and: in sparsely settled areas, have many prob- 
lems not shared by those in thickly populated areas. 
Serious consideration is being given to ways and 
means of assisting them to meet the changing con- 
ditions. 


It is in these districts that the question of “open” 
county hospitals is most pronounced. In California 
and to a lesser degree in some of the other Western 
states there is considerable agitation to change the 
present laws in order to extend the use of tax-sup- 
ported hospitals. This subject will be discussed by 
able people with different points of view with the 
objective of formulating definite policies to which 
our hospitals can subscribe and work to put into 
operation. 


The program for the morning of Monday, April 
20, is under the auspices of the Western Catholic 
Hospital Association. Father Schwitalla will give 
the opening address on “The Catholic Hospital and 
Changing Conditions.” This will be followed by 
an address by Sister Berenice, of St. Joseph’s Hos- 
pital, Milwaukee, on “The Hospital and the College 
School of Nursing.” 


Monday afternoon’s administrative round table 
will also be under the auspices of the Western Catho- 
lic Hospital Association. The Public Hospitals Sec- 
tion and the Association of California Hospitals will 
also hold sessions on Monday afternoon. 


The Public Hospitals Section will deal with poli- 
cies in regard to county institutions and will be of 
general interest to all hospital people. The Asso- 
ciation of California Hospitals will hold a business 
session and take up matters of particular interest 
to the hospitals within the state. 


A public meeting will be held on Monday night. 
This is planned with the thought of acquainting the 
general public with the magnitude, scope, and use- 
fulness of the hospitals in the individual community. 


Tuesday morning’s general assembly will open 
with an address by J. V. Buck, President of the 
Association of Western Hospitals. This will be fol- 
lowed by an address on “Administrative Leadership” 
by Dr. Fred Carter, President of the American Col- 
lege of Hospital Administrators. Dr. Robert A. 
Peers, President of the California Medical Associa- 
tion, will speak on “Medical Cooperation” ; Dr. Mal- 
colm T. MacEachern, Associate Director of the 
American College of Surgeons, will speak on “Pro- 
gressive Standards for Hospital Service’; and Dr. 
R. C. Buerki, President of the American Hospital 
Association, will give the closing address of the 
morning on “The National Program.” 


The administrative round tables on Tuesday after- 
noon will be on Personnel Problems, Departmental 
Responsibilities and the Problems of the Small Hos- 
pital. Several section meetings are also planned for 
Tnesday afternoon. 


The first part of the general assembly on Wednes- 
day morning will be devoted to Hospital Service 
Insurance; the second half to Economics and the 
New Responsibilities of the Hospital Trustee. Some 
of the details of this session are still tentative but 
the subjects presented will be handled by able 
speakers. 


The Wednesday afternoon administrative round 
tables will be on Hospital Rates, Publicity and Con- 
tract Hospital Service, as well as further problems 
of the small hospital. The Public Hospitals Sec- 
tion will also hold a second session at this time at 
which will be presented the reports of the commit- 
tees on standard records and procedures and on uni- 
form accounting. A number of other section meet- 
ings are also scheduled for Wednesday afternoon. 


The general assembly on Thursday morning will 
be on The Increasing Demand for Free and Part- 
Pay Care. Father Schwitalla will present the social 
aspect, Dr. R. C. Buerki, the hospital aspect of this 
subject. The legal aspect will be presented by How- 
ard Burrell, attorney; and the legislative aspect will 
be discussed by the Honorable William F. Know- 
land, California State Senator. Following this dis- 
cussion, Dr. B. W. Black will present a brief sum- 
mary of the highlights of the entire convention, 
epitomizing the pertinent points brought out in each 
of the main sessions. 


Thursday afternoon’s administrative round tables 
will deal with Hospital Fire Insurance and The In- 
terests of Voluntary Hospitals. At this session cer- 
tain recommended policies will be presented for con- 
sideration relative to developing better standards for 
hospitals and methods of making them effective. 


A closing business session will be held at 3:00 
p. m. 
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Emulsifying Unit 
Petrolagar 
Laboratories 


Miscibility with bowel content is the prime reason for emulsifying mineral oil. 
Petrolagar represents the result of our twenty years’ study and experience with this 
one problem + Petrolagar permeates the bowel content, prevents the formation of 


hard masses and brings about a soft, easily passed stool. 


Petrolagar is a mechanical emul- 
sion of pure liquid petrolatum (65% by volume) and agar-agar, 
accepted by the Council on Pharmacy and Chemistry of The 
American Medical Association for the treatment of constipation. 


SAMPLES FREE ON REQUEST 


Petrolagar Laboratories Inc., Chicago 
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The Tri-State Assembly 


Of the Hospital Association of Illinois, Wisconsin Hospital 
Association, Indiana Hospital Association, to Be Held 
at Sherman Hotel, Chicago, May 6-7-8, 1936 


Bove: YEAR the Hospital Associations of 
Wisconsin, Indiana, and Illinois hold their annual 
conventions in Chicago, at the Tri-State Assembly. 


This Assembly attracts an increasingly large attend- ~ 


ance of hospital superintendents, nurse administra- 
tors and educators, staff members, and others con- 
cerned in the operation of our hospitals. 

The programs of the Assembly during the three 
days’ meeting is arranged for the interest of every 
division of hospital administration. They are always 
well co-ordinated and the discussions cover the prac- 
tical problems of hospital procedure. 

The program for this year’s Assembly is no ex- 
ception to the rule; if possible it is an improvement 
over the programs of previous years. 

The technical and educational exhibit will be more 
extensive than in other years. 

The sessions of the Assembly will be held at the 
Sherman Hotel, in Chicago. They will bring to- 
gether one of the largest groups of hospital execu- 
tives that will congregate this year. 


Comprising : 
Anesthetists 
Physical Therapists 


Hospital Executives 
Trustees 

Medical Staff Officers 
Nurses 


Occupational Therapists 
Hospital Accountants 
Dietitians Hospital Housekeepers 
Medical Records Hospital Engineers 
Librarians Women’s Auxiliaries 
Medical Social Workers 
Clinical Laboratory 

Technicians 

The general outline of the program is published 
below, and the detailed program will appear in a 


later issue. 


GENERAL OUTLINE OF PROGRAM 
WEDNESDAY, MAY 6 
8:00-10:00 A. M. 
Registration and Inspection of Exhibits. 
10 :00-12 :00 Noon 
General Assembly. 


Invocation. 
Addresses of Welcome. 


| 
General Theme—The Adequacy of the Care of the 
Patient. 
Discussion from the Viewpoints of: 
The Hospital Administrator 
The Chief of Staff 
The Nurse 
The Clinical Pathologist 
The Radiologist 
The Physical Therapist 
The Dietitian 
The Medical Social Worker. 
General Discussion. 


12 :00-12:30 P. M. 
Inspection of Exhibits. 


12:30-1:45 P. M. 
Fellowship Luncheon, sponsored by the Indiana 
Hospital Association. All in attendance at the 
Tri-State Assembly are invited to this luncheon. 


2:00-4:00 P. M. 

Group Conferences— 

(Programs to be arranged by each of the re- 

spective groups participating. ) 
Conference of Indiana Hospital Association. 
Conference of Medical Staff Officers. 
Conference of Nurses. 
Conference of Dietitians. 
Conference of Medical Social Workers. 
Conference of Medical Records Librarians. 
Conference of Clinical Laboratory Technicians. 
Conference of Anesthetists. 
Conference of Physical Therapists. 
Conference of Occupational Therapists. 
Conference of Hospital Accountants. 
Conference of Hospital Housekeepers. 
Conference of Hospital Engineers. 
Conference of Women’s Auxiliaries. 


4:00-5:00 P. M. 
Hospital Association of Illinois—Business Session. 
Indiana Hospital Association—Business Session. 
Wisconsin Hospital Association—Business Session. 
Other Organizations or Groups—Business Sessions. 
5:00-6:00 P. M. 
Inspection of Exhibits. 
6:00-8:00 P. M. 
Informal Dinner—-Sponsored by the Chicago Hos- 
pital Council. 
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.»a LINEN MARKER 
that will PAY FOR ITSELF 


THE 


Yes 


AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only mem- 
bers carefully selected for the particular position 


are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


within a year. 


Saves in sorting time alone, 20 to 
60 days each year, in hospitals of 
100 to 200 beds. This saving the 
first year, will buy a complete 
Applegate System. 


The only inexpensive marker 
made that permits the operator to 
have two hands free to handle 
linen and stamp as fast as she can 
feed it. The full cost of marking 
with the Applegate System is only 
3c per dozen. 


INKS, TOO! 


APPLEGATE’S 
(Heat Required) 


This silver base 
marking ink will 
never wash out— 
will last the full life 
of any cloth fabric. 


XANNO 
(NO Heat Required) 


Will last many 
washes longer than 


NAME, DEPT. DATE. 
OME OR AL 
AT ONE 
IMPRESSION 


Approved 
American 
College of 
Surgeons 
Foot Power 
Marker ....$30.00 
Hand Power 
Marker .... 20.00 
ob 


ye ith 
$ x AY 
Send for catalog giving 
complete information about 


the Applegate System and 


any other ink NOT - 
sample impression slip. 


requiring heat to set. 


APPLEGATE CHEMICAL CO. 


5630 Harper Ave. Chicago, Ill. 


The American Dietetic Association 
185 North Wabash Avenue 


Chicago, Illinois 

















A Striking Advance 


of Interest to Every Hospital 


THE LATEST HERB-MUELLER 
ETHER VAPOR AND VACUUM UNIT 


Why It Is Better— 
Because of These Features: 


Absolutely fire-proof 
Explosion proof 

Extra capacity Vacuum Bottle 
Instant Bottle Fastener 
Snap fit Closures 

Powerful Heavy-duty Motor 
Quiet Operation 
Dependable Pumps 

Metal Tube Fittings 

Sturdy Cabinet 

Beautiful Finish 





Descriptive literature and prices sent upon request. 





Dependable Hospital Equipment and Supplies. 


ebiost 
V- MUELLER & CO. 
SURGEONS’ INSTRUMENTS — \Djg95/ HOSPITAL SUPPLIES & EQUIPMENT 


OGDEN AVE. » VAN BUREN and HONORE STREETS 
CHICAGO, ILL. 
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8:00-10 :00 P.. M. 


Special Program for Hospital Trustees ; 
To be arranged by the Chicago Hospital Council. 


THURSDAY, MAY 7 
8:00-10:00 A. M. 


Inspection of Exhibits. 


10 :00-12 :00 Noon 
General Assembly. 
General Theme—The Adequacy of Hospital Financ- 
ing. 
Discussion from the Viewpoints of : 
Current Revenues 
Governmental Subsidies 
Endowments, Gifts, and Donations 
Group Hospitalization. 
General Discussion. 


12 :00-12:30 P. M. 

Inspection of Exhibits. 

Fellowship Luncheon, sponsored by the Exhibitors. 
All in attendance at the Tri-State Assembly are 
invited to this luncheon. 

2:00-4:00 P. M. 

Round Table Conferences— 

(Programs to be arranged by the respective 
groups participating. ) 

Indiana Hospital Association. 

Nurses. 

Dietitians. 

Medical Social Workers. 

Medical Records Librarians. 

Clinical Laboratory Technicians. 

Anesthetists. 

Physical Therapists. 

Occupational Therapeutists. 

Hospital Accountants. 

Hospital Housekeepers. 

Hospital Engineers. 

Women’s Auxiliaries. 


4:00-6:00 P. M. 
Inspection of Exhibits. 
7 :00-10:00 P. M. 


Annuel Banquet, sponsored by the Chicago Hospital 
Association. Special Program to be provided 
by the Chicago Hospital Association. 


FRIDAY, MAY 8 
8:00-10:00 A. M. 

Inspection of Exhibits. 
10 :00-12:00 Noon 

General Assembly. 

General Theme—The Adequacy of Special Services. 

Discussion from the Viewpoints of : 
The Admitting Officer 


The Medical Records Librarian 
The Anesthetist 

The Oxygen Therapy Service 
The Ambulance Service 

The Emergency Department 
The Operating Room Supervisor 
The Obstetrical Supervisor. 


12 :00-12:30 P. M. 
Inspection of Exhibits. 


12 :30-1:45 P. M. 
Luncheon, sponsored by the Presidents of the vari- 
ous groups in the Tri-State Assembly. 
All in attendance at the Tri-State Assembly 
are invited to this luncheon. 
2:00-4:00 P. M. 
Round Table Conference 
For Large Hospitals. 
2:00-4:00 P. M. 
Round Table Conference 
For Small Hospitals. 
ey 
Summary—Preliminary Report of a 
Survey of Philadelphia Hospitals 
(Continued from page 88) 


the city and as such is dominated by its social proc- 
esses. The effect of population upon the occupancies 


of hospitals has been covered in this survey. Other 
factors worthy of study are the changes in the eco- 
nomic status of the population, the morbidity and 
mortality rates in the community, the change in the 
affiliable population—the people which the hospital 
was originally designed to serve, the dependency of 
the people upon relief, and the stability of population 
—the degree of permanence. 

The local significance of this survey lies in its 
challenge to the Hospital Council of Philadelphia 
to reconstruct from the present hospital facilities a 
planned coordinated hospital system adequate to meet 
existing circumstances and with a flexibility suffi- 
cient to adapt itself to future variations in social 
conditions. 

This summary contains a very limited portion of 
the data compiled, and the few tables included have 
been condensed to the most important facts. 

It is hoped that this survey may indicate the im- 
portance of research studies in the operations of hos- 
pitals and may lead to scientific planning not only 
in the location of new hospitals but in readjustments 
in the number of hospitals, facilities, bed capacities, 
and administration of existing hospitals. 

It is intended not only as a basis for supplementary 
studies in Philadelphia but to encourage similar 
surveys in other cities. 
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COMPARATIVE CHARTS 


on clinical thermometers 


BED DAYS 
30 60 90 120 150 180 


EE OO 


TEMPGLASS 


AVERAGE 
NUMBER 
NEEDED 
PER 
BED YEAR 


AVERAGE COST OF SERVICE PER BED YEAR 
° iy i) .50 75 1.00 1.25 1.50 


TEMPGLASS 


SHADED PORTION SHOWS 
EXCESS COST OVER TEMPGEASS 


HE charts above illustrate why Tempglass Ther- 

mometers are rapidly displacing others even 
where purchases are made on a purely economic 
basis. How much more logical, then, to specify 
Tempglass if you seek dependability and accuracy. 
For throughout the country Tempglass Thermometers 
are known as fine, scientifically accurate instruments. 


The fact that they outlast two ordinary thermom- 
eters and therefore actually cost less to use than 
even the cheapest thermometers is due to temper- 
ing and exclusive processes of manufacture. 


Reduce your thermometer budget with Tempglass. 
TEMPGLASS PRICES 


Per Dozen Per Gross 
No. 1 Standard Cylinder Bulb = 50 
No. 2 Snub Nose Bulb 6.50 
No. 3 Pear Bulb Rectal 6.50 a 
FAICHNEY INSTRUMENT CORPORATION 
Watertown, New York 


TEMPGLASS 


| THERMOMETERS 
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EVERY HOSPITAL CAN 
AFFORD THE MATTRESS 
THAT SAVES MORE THAN 
Le. GOR Ce: 8 ce ea eee 


Because it saves them money, hospitals every- 
where—large and small—are replacing their 
worn down, uncomfortable mattresses with 
the efficient two-part Spring-Air Hospital 
Mattress. They save more than enough on the 
cost of upkeep to pay for the change-over— 
to say nothing of the greater comfort, ease of 
handling, and improved sanitation which only 
Spring-Air can give. The finest of Karr 
Spring Constructions, guaranteed in writing 
for 20 Years, is used exclusively in Spring- 
Air. Get the Facts! 


HOSPITAL 
MATTRESS 


Manufactured Solely Under Karr License. Write for the Name of the 
Nearest of 46 Factories. 


BEDDING MAKERS 


of AMERICA 
Executive Offices: Holland, Michigan 


MASTER 
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Of Special Interest to the Buyer 


FOR MANY YEARS the Crane Company have distin- 
guished themselves as manufacturers ready to offer every 
possible service to hospitals. They now inform us in a 
bulletin that they are able to offer hospitals a foot-operated 
valve which will deliver cold, tepid or hot water, with slight 
pressure exerted on a single pedal, just like the accelerator 
in a motor car. Starting with cold, the harder you press, 
the hotter the water. Release your foot and snap goes the 
valve, closed. They have done, apparently, a typical Crane 
Company job on the mechanical parts—ready for any strain 
you place upon it. Here is something that may look like 
a small item, but it is very important in its service. 


enviable Sikcnimegste 


AIR CONDITIONING is a subject upon which you are 
destined to put some of your best thought if you have not 
done so up to now. We have just been browsing through 
some of the literature upon this modern subject prepared by 
the Frigidaire Corporation. Make up your mind that when 
they tell you that they can deliver “cooled or warmed, hu- 
midified or dehumidified, cleaned or filtered and circulated 
air any place in your hospital,” that their story is worth 
hearing. Apparently they do not care what room you name 
for air conditioning, even the staff room, which does have 
a way of getting hot and humid! Of course it is the oper- 
ating room that is the center of attraction. If you have not 
seen their plans you have most interesting things to learn 
about air conditioning. 


cnet yee 


TWENTY-SEVEN YEARS ago Warren E. Collins of 
Boston began an admirable career developing special respira- 
tion apparatus for humans and animals. They have an unde- 
niable claim for your attention when they announce their new 
vasculator for administering alternate suction and pressure 
for the treatment of peripheral vascular disease. Their 
Respirator works on the principle of changing air pressures 
to induce artificial respiration, so they are well acquainted 
with the principle of changing air pressures to produce 
peripheral circulation. They have a most impressive story 
to tell the superintendents who read this. 


ocsathicmnsstiliinegscnastamei 


IN CINCINNATI, a firm by the name of F. & F. Koenigs- 
kramer, established ’way back in 1898, began making table 
chairs and stools for professional use. They had their eyes 
on serving the professional man as though they had been 
hired to solve his problems. So it is no surprise when they 
announce a wheel stretcher for spinal anesthesia. It has 
instantaneous tilting adjustable to 32° angle. Hydraulic 
mechanism raises or lowers the height of stretcher eleven 
inches and it can be locked in any position. It means more 
than can be estimated to have such accurate technique when 
it is needed. They call it the Reliance Wheel Stretcher. 


cneesnanetiiilipsamesinasiins 


MODERN THERAPY has reached a point where the 
scientific application of newly known facts, places in the 
hands of physicians, powerful aids to assist a patient in con- 
valescence. The Hoffmann-La Roche people sent us a paper 
in which they announce they are ready to make available in 
every section of the country pure Vitamin C in tablet form. 
Since 1933, they have done a vast amount of research in 


what they call the “forgotten vitamin” and bring out facts 
which serve to demonstrate the value of Vitamin C in 
speeding up recovery in acute and chronic infections, as well 
as its antitoxic value in diphtheria and pneumonia. They 
give a long list of cases in point which are bound to interest 
the staff. They announce that they have a wealth of scien- 
tific material on Vitamin C on file which they will send to 
you if you write to them. 


FOS EreiAEMEE SARE Ee 


DEMANDS ARE made upon hospital doors all over the 
building which have given the Norton Door Closer Com- 
pany’s research department years of study. On the door to 
the rooms of patients they have completed a door closer 
which can control the door at three different angles—15°, 
45°, 90°. And these hold-open points are adjustable to dif- 
ferent variations. When they first made these door closers 
they had quite a job getting just the right hardness of steel 
to stand the abuse. That is what they have done for any 
kind of door in your institution. You would be surprised 
to see how much scientific application is required in this 
calling of theirs—to close doors quietly. That is their single 
interest. 

en 


NURSING SCHOOLS in hospitals have something new 
to simplify anatomical study in what is called a Bodyscope. 
The J. Sklar Manufacturing Company send us a description 
of this modern invention. It was originated, compiled, and 
edited by Ralph H. Segal. By the turn of a dial the desired 
part of the body is revealed. Every organ is shown in nat- 
ural color and authentically described in text matter. They 
claim it does away with turning pages or loose parts, as in 
some textbooks. It measures 31 ft. x 20 ft. and is described 
as having lifelong durability. It is something really unique 
and the low price is impressive. They claim they are 
selling “like hot cakes.” 


a | enna 


THE INGENUITY of some manufacturers, especially 
those who demonstrate the idea of really serving hospitals, 
is at times astonishing. Will Ross sends us a description of 
the Kenwood “Snap-on Irrigator Stand.” By any chance, 
have you seen it? With a couple of rubber-covered hooks, 
one for the top rail and one for the bottom rail of the foot 
of a hospital bed, and a clever spring arrangement, you are 
efficiently equipped for irrigator work at the bedside. It is 
beautifully made and Mr. Ross obviously believes he has 
something to offer you which will mean much to your nurses 
and staff, not to mention what your patient will think. 


acca pamnlaneesinte ’ 


WHAT HOSPITAL superintendent has not taken spe- 
cial delight in the use of stainless steel throughout his build- 
ing. There seems to be no end to its applications. The 
makers of Allegheny metal just sent us a description of their 
new flatware service for hospitals. Its main points are that 
it has the appearance of old silver yet it has the strength 
of stainless steel. They call it “Royal Streamline Allegheny 
Metal Flat Ware.” In ordinary wear it is dentless, bend- 
less, and mar proof. Of course it resists stain, tarnish and 
discoloration. The design is very modern looking, in very 
good taste. 
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MODERN INSECT CONTROL 


The WEST SANITOR Odorless VAPOSECTOR FLUID 


‘ Pe * A concentrated insecticide for use in the 
Centrifugal Insecticide Vaporizer WEST SANITOR vaporizer. Odorless 
Vaposector Fluid has a high killing efficien- 
cy and is economical and highly effective 
against ROACHES, FLIES, MOSQUI.- 
TOES, SPIDERS and many other insects. 
It is effective and quick. Leaves no mess 
behind and is a safe insecticide to use. 


THE WEST SANITOR provides the modern 
method of dispersing insecticides and deodor- 
ants. It is effective, clean and rapid in its oper- 
ation. It operates exclusively on centrifugal prin- 
ciples. The liquid is broken into small particles 
which rise in a steady stream of cool vapor. 
The materials are vaporized so finely that air cur- bE dem Rag iavaan Rennie a 
rents in themselves carry this material into every hone Vasconenie Diakd lent te ahedeimineti aad 
nook and crevice in the walls, floor and ceiling. especially suited for use in hospitals. 


WEST DISINFECTING COMPANY 
Dept. K—42-16 Barn Street, Long Island City, New York 











Send for our FREE BOOKLET on INSECT CONTROL 





“THAT'S HIS JOB 


S an executive, it is your responsibility to see that your 


hospital is operated as efficiently—yet as economically as 
possible. One of your problems is to keep your clean-linen 
costs within the limits of your budget. How to do that, how- 
ever, is the job of a man with extensive first-hand experience 
in laundry practice. That’s the American Laundry Advisor. 
He will gladly make a complete survey of your clean-linen 
requirements — suggest ways to bring down your costs and 
at the same time improve your service. He is ready to 


call at your convenience, without obligation. Write. 


THE AMERICAN LAUNDRY MACHINERY CO. it 
SECTION AVENUE, NORWOOD, OHIO | von Pon Sa SOG LANE Saas 
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The Hospital Book Shelf 


HEALTHFUL Livinc. By Harold S. Diehl, M.D. 
McGraw-Hill Book Company, New York City. 
1935. 


Dr. Diehl’s experience as Professor of Preven- 
tive Medicine and Public Health and as secretary 
of the American Student Health Association, gives 
him a unique advantage in the understanding of per- 
sonal health problems. Written in language easily 
understood by the intelligent layman, the book 
covers the entire range of questions pertinent to 
personal hygiene, mental health, posture, sunlight, 
weight control, vision, the common cold, sex rela- 
tions, vitamins, special hazards of advancing years, 
and choice of a health adviser. The entire range of 
personal health is discussed with sanity and clarity. 

The book was written as a textbook, but is ad- 
_mirably suited for use by the individual as his per- 
sonal guide to “Healthful Living.” 


ner ees 


RELATING TO THE SELECTION, ARRANGEMENT AND 
INSTALLATION OF STERILIZERS. The American 
Sterilizer Company. Erie, Pa. 


This very informative booklet goes very thor- 
oughly into construction materials, layouts for dif- 
ferent locations and purposes, dimensions, floor space 
requirements, piping and wiring diagrams, heat re- 
quirements—in fact, all the technical details required 
for the selection and installation of all types of 
sterilizer. Copiously illustrated by scale drawings 
it cannot fail to be of assistance to every executive 
contemplating either a rearrangement or replacement 
of sterilizer equipment. 


oneness 


STERILIZATION. A handbook for Physicians, Hos- 
pital Executives and Nurses. 2nd Ed. Hurley 
T. Wyatt, M.D. Scanlan Morris Co., Madison, 
Wis. 1936. 


A recognized textbook on the technique of steril-| 
ization since its first appearance, the new addition 
preserves the simplicity and clear-cut descriptions of 
the first edition and brings its technical directions up 
to date with the advances which have been made in 
the last six years. 


The development of devices to effect the automatic 
removal of air and condensate from the chamber and 
to record the exact period of time during which the 
sterilizing temperature is maintained within the 
chamber go far toward the elimination of the errors 
due to human frailty. 


The text is concise, clear, the illustrations instruc- 
tive and well described, and together constitute an 
operating handbook which should be in the hands of 
every person charged with the responsibility of 
sterilizer operation. 


coevinetiniientlilipenatsiniienets 


A DtaBetic PRIMER FOR CHILDREN. By Ella E. 
Coleman, B.S., and Alfred E. Fischer, M.D. 
Mount Sinai Hospital, New York City. 1936. 


Today diabetes must be thought of as a chronic 
condition that can only be managed by intelligent 
cooperation on the part of the patient. This forty- 
two page primer is written with the purpose of giv- 
ing to every diabetic child basic facts about diabetes, 
its dietary management and necessary routines of liv- 
ing. These include special directions about the tak- 
ing of insulin, prevention of insulin reactions, coma, 
and general rules of hygiene. Throughout the reader 
is treated as a responsible cooperative person, eager 
to learn how to best adapt himself to this new life 
situation. It is assumed that the planning of the 
diet will be done by the patient and he is taken step 
by step through the process. Excellent definitions 
of such terms as diet, calory, and gram prepare for 
a full discussion of each class of food and their 
possible combinations. Reasons for such things as 
candy or cake being forbidden are carefully ex- 
plained. Simple questions are included to enable the 
child to test his knowledge of foods and his under- 
standing of diabetes. This book should be of great 
interest to every doctor, nurse and dietitian con- 
cerned with the teaching of diabetic patients. 


cinch Riincamenicion 


MOoTHER AND Basy CarE IN Pictures. By Louise 
Zabriskie. J. B. Lippincott, Philadelphia. 1935. 
Cloth, $1.50. Paper, $1.00. 


The cover of this book says “Good prenatal care 
reduces 50 per cent of the deaths of mothers and 
60 per cent of the deaths of babies.” This is the 
first completely illustrated book on the care of mother 
and baby. The book is written for parents in sim- 
ple language and the pictures are unusually good. 
The book contains material on hospital identification 
methods for new babies. The mother is given full 
information as to the necessity for adequate medical 
care both for herself and for the baby. Material 
already published by the Maternity Center Associa- 
tion has been enlarged and included. 
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OF SERVICE TO HOSPITALS 


HE combined experience of the 88 members of 

the Hospital Exhibitors’ Association in working 
with hospitals, measured in years, would exceed 
twenty centuries—powerful proof of the dominating 
position, in their fields of supply, of Association 
members. 


This is the first in a series of advertisements to in- 
terpret the achievements which have been made 
through this continuous cooperation of Association 
members with hospitals, and to portray the possi- 
bilities of developing the cooperation more inten- 
sively. 


This complete list of members is a Roll Call of 
dependability. 


e 


This is number 1 in a series of advertisements being published 
with the cooperative approval of the Catholic Hospital Asso- 
ciation and the American Hospital Association representatives 
of which comprise a Consultation Committee, together with 
representatives of the Hospital Exhibitors’ Association. The 
purpose of this committee is to serve as a clearing house on 
matters of mutual interest suggested by these advertisments. 
Address your inquiry to Consultation Committee in care of 


HOSPITAL EXHIBITORS’ 
ASSOCIATION MEMBERSHIP—1936 





this magazine. 


American pe sa dry Machi es 
American Laundry inery Co. 
American Sterilizer 

Angelica Jacket ~ 

Applegate Chemical Co. 


H. W. Baker Linen Co. 
Bard-Parker Co. 

Becton, Dickinson & Co. 
Frank S. Betz Co. 

The Burrows Co, 


Clark Linen Co. 
Crane Co. 
Cutter Laboratories 


F. A. Davis Co. 
Davis & Geck, Inc 
J.A. Deknatel & Son, Inc. 
DePuy Mfg. Co. 


Eisele & Co. 


Faultless Caster Co. 
— System, Inc. 
J. B. Ford Sales Co. 


General Electric X-Ray Corp. 
General Foods Sales Co. 
Glasco Products Co. 


Frank A. Hall & Sons 
Heidbrink Co. 

Hilker & Bletsch Co. 
Hill-Rom Co., Inc. 
Hobart Mfg. Co. 
Holtzer-Cabot Elec. Co. 
Hospital Topics & Buyer 
Hospital Management 
Hospital Import Corp. 
Huntington Laboratories, Inc. 
F. C. Huyck & Sons 


International Nickel Co. 


Jamieson, Inc. 
Jarvis & Jarvis, Inc. 


oe Johnson 

L. Judd Co. 

Henry L. Kaufmann & Co. 
Kelley-Koett Mig. Co: 


Samuel Lewis Co., Inc. 
Lewis Manufacturing Co. 


Marvin-Neitzel Corp. 

Massillon Rubber Co. 

Master Deaaes Makers of America 
Meinecke & Co. 


Midland Chemical Laboratories, Inc. 


Modern Hos x oy Publishing Co. 
Morris Supply 


National Lead Co. 
Nestel’s Equipment ‘Co. 


Onondaga Pottery Co. 


Petrolagar Laboratories, Inc. 
Physicians’ Record Co. 
Puritan Compressed Gas Corp. 


Refinite Co. 
Rhoads & Co. 
Rolscreen Co. 
Will Ross, Inc. 


W. B. Saunders Co. 
Savory, Inc. 
Scanlan-Morris Co. 

F.O. Schoedinger 

Schwartz oy System 
Ad Seidel & 
John Sexton z Co. 
Sharp & Smith 
The Simmons Co. 
Snow-White ne Mfg. Co. 
C. M. Sorenson Co., Inc. 
E. R. Squibb & Sons 
Standard Apparel Co. 

Standard Electric Time Co. 
Standard Sanitary Mfg. Co. 
Stedman Rubber Flooring Co. 


Thorner Brothers 
Troy Laundry Machinery Corp. 
Union Carbide Co. 


Vestal Chemical Laboratories, Inc. 
Vitamin Products Co. 


C. D. Williams & Co. 
Williams Pivot Sash Co. 
Wilmot Castle Co. 
Wilson Rubber Co. 


Zimmer Manufacturing Co. 


Chi 

Cincinnatl,¢ his 
Erie, Pa. 

St. Louis, ‘Mo. 
Chicago, I. 
New York, N. Y. 
Dan bury, Conn. 
Rutherford, N. J. 
Hammond, Ind. 
Chicago, Il. 
Chicago, Ill. 
Chicago, Il. 
Berkeley, Calif. 


goog Pa. 
lyn, N. Y. 


Queens Vilage, Le I. N.Y. 


arsaw, Ind. 
Nashville, Tenn. 


Evansville, Ind. 
Elkhart, Ind. 
Wyandotte, Mich. 


Chicago, Ill. 
New York, N. Y 
Chicago, i 


New York, N. Y. 
Minneapolis, Minn. 
St. Louis, Mo. 
Batesville, Ind. 
Troy, Ohio 
Boston, Mass. 
Chicago, Il. 
Chicago, Il. 
New York, N. Y. 
Huntington, Ind. 
Albany, N. Y. 


New York City 


Chicago, IIl. 
Pelee,” Mass. 


New Brunswick, N. J. 


New York, N.Y. 


Boston, Mass. 
Covington, Ky. 


New York, N. Y. 
Walpole, Mass. 


Troy, N. Y. 
Massillon, Ohio 
Holland, Mich. 

New York, 
Dubuque, Iowa 
Chicago, Il. 
New York, N. Y. 


New York, N. Y. 
New York, N. Y. 


Syracuse, N. Y. 


Chicago, Ill. 
Chicago, Ill. 
Kansas City, Mo. 


Omaha, Neb. 
Nees = oy Pa. 
la, lowa 
Milwaukee, Wis. 


Philadelphia, Pa. 
ewark, N. J. 
Madison, Wis. 
Columbus, Ohio 
Indianapolis, Ind. 
Chicago, Ill. 
Chicago, Ill. 
Chicago, Ill. 
Chicago, Ill. 
Milwaukee, Wis. 


Long Island City, N. Y. 


Brooklyn, N. Y. 
Cleveland, Ohio 
Springfield, Mass. 
Pittsburgh, Pa. 


South Braintree, Mass. 


New York City 
New York City 


New York, N. Y. 


St. Louis, Mo. 
Milwaukee, Wis. 


Philadelphia, Pa. 
Cleveland, Ohio 
Rochester, N. Y. 
Canton, Ohio 


Warsaw, Ind. 
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CLINICAL MIscELLANy. From the Mary Imogene 
Bassett Hospital, Cooperstown, New York. Con- 
tributions by ten members of the staff. Charles 
C. Thomas, Springfield, Ill. 1936. $3.00. 


This collection of atypical cases of thirteen differ- 
ent disease entities reminds us that diseases of hu- 
mans are quite as variable in their manifestations as 
are the reactions of humans in health. 

Such variations occur. in all hospitals and are daily 
reported at staff conferences the country over. The 
Board of Trustees and the Staff of the Mary Imo- 
gene Bassett Hospital are to be congratulated on 
their recognition of their duty to scientific medicine 
and on their enterprise in publishing their observa- 
tions for the benefit of medical science. 


acansroncmniillitaa anatase 


LopaR PNEUMONIA AND SERUM THERAPY. Fred- 
erick T. Lord, M.D., and Roderick Heffron, M.D. 
The Commonwealth Fund, New York. 91 pages. 
1935. 


This is the first of three publications reporting the 
results of a study initiated by the late Dr. George H. 
Bigelow, financed by the Commonwealth Fund and 
carried out over a period of five years in Massachu- 
setts. 

One-half of the deaths from pneumonia are from 
the lobar type, and 60 per cent of the lobar type are 
from types I and II pneumococci. In the Broncho 
pneumonias type III and group IV-a heterogenous 
group are the more common causative agents, 

The literature indicates an expected death rate of 
25 per cent of Type I cases not treated with serum, 
8.5 per cent if treated with serum in the first three 
days and 18.9 per cent if so treated on the fourth 
day. In the Type II cases death rate was 41.0 per 
cent for those not treated with serum and 27.2 per 
cent for those treated with serum. 

Due to the high specificity of the sera and the 
marked influence of the time element it is apparent 
that success in the use of the serum is conditioned 
on the quick availability of both the serum and the 
laboratory facilities for determination of the type re- 
sponsible for the individual case. 


—_—p—_—_ 


HANDBOOK FOR STATISTICS OF DISPENSARIES. By 
David C. Adie Department of Social Welfare, 
State of New York. J. B. Lyon & Company, 
Albany. 1936. 


The New York “State Charities Law” authorizes 
the Department of Social Welfare to “license, in- 
spect, and issue rules and regulations for the service 
of all dispensaries in the state which are maintained” 
wholly or in part from trust funds, public moneys, 
or sources other than the individuals constituting 


said dispensary and the persons actually engaged in 
the distribution of charities of such dispensary. 

This manual is the result of a three-year study 
and test of the scope of the statistics needed by the 
State Board for the proper administration of the 
law. It outlines the statistical units required and 
defines these units as accurately as possible.’ The 
data required cover: (1) The organization of the 
dispensary; (2) The volume and kind of service 
rendered ; and (3) a financial report. 

Under volume and kind of service the report re- 
quires the number of new registrations and of re- 
turn visits to the dispensary as a whole and the same 
data from each clinic of the dispensary. 

In building up the statistics only those visits are 
counted at which the patient receives actual profes- 
sional service. X-ray films and fluoroscopes, labora- 
tory tests, pharmaceutical prescriptions, basal metab- 
olism tests, etc., are excluded while x-ray therapy, 
physical therapy, etc., are counted. Admission in- 
terview without actual clinical examination and treat- 
ment, social service visits, emergency treatments and 
workmen’s compensation visits are recorded sepa- 
rately but not reported as visits in the regular re- 
port. 

All of the forms used in the reports and suggested 
weekly tally sheets for the accumulation of the sta- 
tistics are illustrated and explained in detail. 


—_—_<__——- 


THe MepicaL ForMULARY AND PRESCRIPTION 
Manuva. (Approved and Adopted by Depart- 
ment of Hospitals, City of New York.) By Mor- 
ris Dauer, Ph.G. Published by the author. 1936. 
$3.50. 


This manual has been prepared with great care 
to fit it to the daily needs of the hospital physician, 
pharmacist, and nurse. The preparations described 
combine the pharmaceutical elegance of the commer- 
cial pharmaceutical with due regard for the expense 
of the ingredients and simplicity of preparation. 

The preparations are listed under the clinical de- 
partments by which most used, as well as according 
to the pharmacologic action which may be expected 
of them. 


With each formula is given instructions to the 
pharmacist to method of compounding, labeling, etc. 


Conversion and solution tables and tables of caloric 
value and chemical constituents, of foods round it 
out into a very practical working manual for physi- 
cians and pharmacists. As such, hospitals might well 
either adopt it as their standard, or use it as the basis 
on which to prepare their own. In either case the 
use of such a standard will effect definite economies 
in the use of drugs and pharmaceuticals. 
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STICKLEY BROS. COMPANY 


Grand Rapids, Michigan 


will introduce 
a new line of 


Hospital Furniture 
in 1936 
also 
a line of new Furniture 
for 


Physicians’ Offices 











Introducing the > 
new form fitting 
throat combina- 
tion non-leaking 
hot or cold “Pak- 
Saddle.” 


It gives coverage 
to the infected 
parts of the 
throat and ears 
never before ob- 
tainable ina 
throat bottle. Can 
be applied to 
other portions of 

eeree the body where 
STOPPERLESS WATER BOTTLE CO. either hot or cold 
applications are 











required. 


Useful in cases of Salpingitis, Appendicitis, Cysti- 
tis, Cholecystitis, Head Injuries, Synovotis, Myosi- 
tis, Phlebitis of the Extremities, Conjunctivitis, 
Mastitis, or Rectal Pathology. 


Possesses all the advantages common to the pat- 
ented Stopperless feature. 


Sold by Reputable Hospital Supply Dealers 
Throughout U.S.A. and Canada 


Manufactured by A. G. Spalding & Bros. for 


STOPPERLESS WATER BOTTLE CO. 


CHICOPEE, MASS. 


Patented U.S.A., Canada, England, Australia, Germany. 
r Other patents pending. 
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The Heart of a Hospital 


is its 


NURSING SERVICE 


Your First Consideration—to maintain 
this Nursing Service at a high standard of 
excellence. 


Our Constant Purpose—to provide you 
with a never-failing source of supply of 
highly qualified nurses. 


Intelligent Selection—Prompt Service 
The Professional Viewpoint 
Ensure Maximum Efficiency 


Advisory Service a Special Feature 


If you need a nurse write at once to the 


NURSE PLACEMENT SERVICE 


Room 513, 8 South Michigan Avenue 
CHICAGO, ILLINOIS 

















W hat of your NURSING service? 
Is it as up-to-date as your 


buildings and equipment? 


The official magazine 


of the 
AMERICAN NURSES’ ASSOCIATION 


will help you to make it so. 


* 


AMERICAN JOURNAL of NURSING 


50 West 50th Street 
NEW YORK CITY 
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Applications Received For Institutional 
Membership 


Alabama 


3enevolent Society Hospital Decatur 


Eliza Coffee Memorial Hospital Florence 


Arizona 


Morris-Squibb Hospital Safford 


Illinois 
Cook County School of Nursing 
Michigan 
Jackson County Sanatorium 


Chicago 


Jackson 


Cokato 
Oak Terrace 


Cokato Hospital 
Glen Lake Sanatorium 
Miner’s Hospital 
Willmar Hospital 


New York 
Caledonian Hospital 
Monticello Hospital. oo... ois ie ig cecese Monticello 


Brooklyn 


Queens Genera! Hospital Jamaica, L. I. 
St. Joseph’s Hospital 

North Carolina 
L. Richardson Memorial Hospital...... Greensboro 


North Dakota 


Donahue Hospital 


Elmira 


New Rockford 


St. Elizabeth Hospital 


Oklahoma 
Masonic Hospital Association of 
Payne County Cushing 


Bethania Hospital Wichita Falls 
Barre City Hospital 


Grace Hospital Richmond 


Applications Received For Personal 


Membership 


Alabama 
Haynes, Mrs. Gertrude T., R.N., supt., Eliza Coffee 
Memorial Hospital, Florence. 


California 
Beardsley, Emery S., exec. vice pres., Don Baxter 
Laboratories, Glendale. 


Colorado 

Ballard, Josephine, R.N., dir. nrs., Presbyterian Hos- 
pital, Denver. 

Bluemel, C. S., M.D., med. dir., Mount Airy Sani- 
tarium, Denver. 

Hitchcock, Doris, R.N., supvr., Steele Memorial 
Hospital, Denver. 

Ricke, Maurine E., R.N., dir. sch. nrsg., Denver 
General Hospital, Denver. 

Schwalb, Carl, Ph., mgr., Health and Charity and 
supt., Denver General Hospital, Denver. 


Illinois 
Addelman, Perry, exec. dir., Chicago Hospital Coun- 
cil, Chicago. 
Graves, Flossie, R.N., supt., Methodist Hospital of 
Central Illinois, Peoria. 


Hartman, Gerhard G. F., student hosp. administr., 
University of Chicago, Chicago. 
Robbins, Ruth H., R.N., supt., Pekin Public Hos- 
pital, Pekin. 
Indiana 
Johnson, Ruth Hodgens, supt., Clinton County Hos- 
pital, Frankfort. 
Kansas 
Aloysius, Sister M., R.N., supt., St. Anthony’s 
Hospital, Hays. 
Kentucky 
Bruce, Elizabeth, R.N., supt., Kosair Crippled Chil- 
dren’s Hospital, Louisville. 
Denver, Mrs. Nina M., R.N.,-supt. nrs., Methodist 
Episcopal Deaconess Hospital, Louisville. 
Dobbs, H. L., supt., Kentucky Baptist, Louisville. 
Gordan, Margaret; adm. off., Louisville City Hos- 
pital, Louisville. 
Hare, Nan C., R.N., supt., Berea College Hospital. 
Berea. 
Justice, L. M., R.N., supt., Owensboro City Hospi- 
tal, Owensboro. 
Levy, Arnold, pres., Jewish Hospital, Louisville. 
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Built into Every Garment is the 
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Write for catalog “H” containing the latest styles and prices 
of Internes’ and Physicians’ clothing, orderlies’ uniforms, etc. 


C.D. Witkiams & Company 


Designers and manufacturers since 1876. 


246 South 11th Street Philadelphia, Pa. 





ORIGINATORS HEADQUARTERS 
OF HOSPITAL FOR APPROVED 
SUPPLIES OF REQUISITES FOR 
DISTINCTION THE HOSPITAL 











Exclusive Products of Merit 


CHROME TRAY SERVICE SETS 
“IDEAL” MEDICINE DISPENSER 
“AERVOID” VACUUM IRRIGATOR 
DAVIDSON OXYGEN “CABINTENT” 
“ROTO-LINE” PATIENTS INDICATORS 
“LUXOR” PROCESSED SILK SHEETING 
“READXAM” COMBINATION BED LAMP 
“PURITEE” CLINICAL THERMOMETERS 
“HOSPICO” REANNEALED LUER SYRINGES 
CHILDREN’S DECORATED ENAMELED SETS 
“CANTRUST” LUER HYPODERMIC NEEDLES 


Authorized Distributors for 


BARD PARKER PRODUCTS 
“MATEX” SURGEONS’ GLOVES 
“BOLTALITE” SERVING TRAYS 

_ STAINLESS STEEL FURNITURE 
MacEACHERN OBSTETRICAL BED 
MERCY AUTO-PAN FRACTURE BED 
“ASEPTICON” ENAMELED WARE 
“SPONGEGRIP” RUBBER SHEETING 
“SPONGEGRIP” PATIENTS’ SLIPPERS 
“VITAX” AND “EXAX” GLASSWARE 
Cc. R. BARD IMPORTED CATHETERS 
“SAFTIFLASK” DEXTROSE SOLUTIONS 
“STOPPERLESS” BOTTLES AND ICE-BAGS 
STAINLESS UTENSILS AND INSTRUMENTS 











Estimates Promptly Submitted——Send for our Catalog 


HOSPITAL IMPORT CORP. 
Hospital Supplies and Equipment 
72-74 MADISON AVE. NEW YORK CITY 
Southern Branch: 404% W. Trade St., Charlotte, N. C. 














April, 1936 





for Hospitals 


SHEETS 

PILLOW CASES 
BED SPREADS 
MATTRESS PADS 
DRAW SHEETS 


TOWELS 
TOWELING 
WASH CLOTHS 
BATH MATS 


TABLE LINEN 
TRAY CLOTHS 
SCARFING 
CURTAINS 


BLANKETS 


The knowledge of needs and requirements acquired 
in twenty years of serving hospitals is fully expressed 
in the White Knight line of Linens. To meet hospital 
requirements, we found it necessary to have some 
materials specially made to our specifications; for 
other materials, we had to become importers. The re- 
sult is a complete line, honestly described and priced, 
each item of which has been selected specifically for 
one single purpose — to meet hospital requirements. 


WILL: ROSS, .-INC.,.. Wholesale Hospital Supplies 
779-783 N. Water Street Milwaukee, Wis. 


WHITE &@ KNIGHT 
HOSPITAL LINENS 
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Rasmussen, Edith V., R.N., supt., Illinois Central 
Hospital, Paducah. 
Stout, Lillian, supt., King’s Daughters’ Hospital, 
Shelbyville. 
Maine 
Dow, Miriam L., supt., Franklin County Memorial 
Hospital, Farmington. 


Massachusetts 
Coe, Alice B., R.N., supt., Milford Hospital, Mil- 
ford. 
Riley, William A., hosp. arch., 45 Newbury St., 
Boston. 
Michigan 
Plumley, Margaret L., field cons., Health Facilities 
Survey, Detroit. 
Minnesota 
Hutchinson, Henry, M.D., asst. phys., Willmar State 
Asylum, Willmar. 
Ruddy, Doris M., R.N., supt., Ashton Memorial 
Hospital, Pipestone. 
Smith, Donald S., asst. supt., Minneapolis General 
Hospital, Minneapolis. 
van Steenwyk, E. A., exec. sec., Minnesota Hospita! 
Service Association, St. Paul. 


New Hampshire 


Bernardus, Sister M., R.N., supt., Sacred Heart 
Hospital, Manchester. 

McFarlane, Jessie, supt., Mark H. Wentworth 
Home for Chronic Invalids, Portsmouth. 

Messer, Jennie B., R.N., supt., Balch Hospital for 
Children, Manchester. 

Morrison, Mrs. Mae S., R.N., supt., Morrison Hos- 
pital, Whitefield. 

New Jersey 

Blanck, Martha, hskpr., Orange Memorial Hospital, 
Orange. 

Roach, S. Frank, supt. laundry, Medical Center, 
Jersey City. 

New York 

Ackerman, Stephen H., M.D., med. supt., Coney 
Island Hospital, Brooklyn. 

Bowles, A. R., M.D., asst. dir., Grasslands Hos- 
pital, Valhalla. 

Brandt, Henry T., sec. and manag. dir., Deaconess 
Hospital, Buffalo. 

Cordover, Harry, M.D., asst. phys., Morrisania 
City Hospital, New York. 

Crane, Charles, hosp. arch., Rural Hosp. Div., Com- 
monwealth Fund, New York. 

Hutchinson, Mary J., R.N., supt., Huntington Hos- 
pital, Huntington, L. I. 


Judge, Beatrice M., counsel and adv., St. Peter’s 
Hospital, Brooklyn. 

Lawless, Mary, asst. supt., Nassau Hospital, Mine- 
ola, L. I. 

Seide, Max, M.D., med. supt., Cumberland Hospi- 
tal, Brooklyn. 


Oregon 

Allison, Olive, R.N., supt., Portland General Hos- 
pital, Portland. 

Brennan, Mrs. Sue S., R.N., supt., Multnomah 
County Tuberculosis Pavilion, Troutdale. 

Johnson, Mrs. T. Vere, R.N., supt., Mast and Wil- 
son Hospital, Myrtle Point. 

McDonald, Lillian M., R.N., supt., Salem General 
Hospital, Salem. 

Morse, Cecile L., R.N., supt., Mid-Columbia Hos- 
pital, The Dalles. 

Stanislaus, Sister, R.N., supt., St. Mary Hospital, 
Astoria. 

Swearingen, Phyllis, R.N., supt., Community Hos- 
pital, Medford. 

Wedel, F. F., mgr., Salem Deaconess Hospital, Sa- 
lem. 

Pennsylvania } 

Marvel, Ostella M., hd., Oper. Dept., Pennsylvania 

. Hospital, Philadelphia. 

McCracken, Mabel C., nrsg. repr., J. B. Lippincott 
Company, Philadelphia. 

Wessels, George L., M.D., asst. supt., Allegheny 
General Hospital, Pittsburgh. 


Texas 
Lyle, Alma, supt., Medical Arts Hospital, Brown- 
wood. 
Vermont 
Crozier, Katherine M., R.N., supt., Heaton Hos- 
pital, Montpelier. 
Virginia 
Wayne, Montez, R.N., supt., Petersburg Hospital, 
Petersburg. 
Washington 
Asplund, T. E., supt., Maynard Hospital, Seattle. 


Wisconsin 
Yoran, C. M., M.D., supt., Rocky Knoll Sanato- 
rium, Plymouth. 
Canada 


Eidt, Vera B., R.N., supt., Kootenay Lake General 
Hospital, Nelson, B.C. 


Verreault, Rev. Georges, O.M.1., pres., Ontario Hos- 
pital Association, Ottawa, Ont. 
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Hospital Organization, 
Management and 
Departmental Problems 


are thoroughly treated in 
Dr. Warren P. Morrill’s 


HOSPITAL MANUAL 
OF OPERATION 


As Dr. Winford Smith, superintendent of Johns Hop- 
kins Hospital, points out in the foreword: “For those 
preparing for this highly specialized field of hospital 
administration . . . this manual should be particu- 
larly valuable as a guide and reference book . 

yet even the older, seasoned administrator will find 


DURABLE 
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Good 


Tapes 
To Tie To 


After repeated washing of 
average quality Operating 
Gowns, the weakened and 
loosened tie tapes. exact a 
heavy toll in replacements 
and repairs, far beyond any 
justification. 











Weakling tapes are unnecessary, because hospital apparel 
CAN be made with tapes that stand up for the life of 
the garment—so stoutly attached they never come off! 


it profitable to read this book and will inevitably find 
in it food for thought and incentive to check upon 
the methods now in use in their own institutions.” 


"Standard construction?" you ask. Yes, and no. 


Standard in U. S. Navy hospital service. Specialized in 
super-durable WHITEHOUSE apparel. Infrequent else- 

where. Well worth the cost in extra service without repairs. 
book should be on the bookshelf of every hospital 


aaligeaie™ Tas aihes ts bee, eal Sd cel Good tapes to tie to," they epitomize the quality, service 


the bibliography at the end of each chapter sends the and value of the WHITEHOUSE 
Sein figuS* 
vited on made to order or any 


thoughts of the alert reader into many new fields. line. 
wot i Daron 
other hospital apparel. 
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Dr. Walter E. List, in reviewing the book in the 
American Journal of Nursing, said: “A copy of this 





Hospital Manual of Operation—Morrill—$3.00 Write for catalog. Inquiries in- 











Lakeside Publishing Company 


Publishers of 
The Trained Nurse and Hospital Review 
468 Fourth Avenue New York City 

















SEPTISOL COSTS NO MORE T0 USE 
THAN ORDINARY SCRUB-UP SOAPS 


Many receive the impression that the finer ingredients of 
SEPTISOL automatically place a premium on its cost. And it would 
seem that this scrub-up soap, which renders absolute surgical clean- 
liness without chafing or irritating the hands, would command a 
higher price. 


But this is not so. In fact, many hospitals now using SEPTISOL 
and Septisol Dispensers, find definite savings over previous methods. 


The reasons for these savings are obvious, once analyzed. 


In the first place, SEPTISOL is a soap concentrate—to be diluted 
with from four to five times its volume of water. There is no labor 
or time lost in preparation and no danger of improper formulation. 
Waste is virtually eliminated in comparison to the use of bar soap, 
or the preparation and use of soft soap. 


The Septisol Dispenser, with its exclusive control valve, is the 
ultimate factor in SEPTISOL economy. This control valve accu- 
rately regulates the amount of soap discharged on each applica- 
tion of pressure with the foot. Adjustments are quickly and easily 
made to eliminate all waste in the amount of soap ejected. Noth- 
ing touches the surgeon's hands except the right amount of 


SEPTISOL. 


Why not investigate this economical, efficient aid to surgical 
cleanliness and surgical technique. A card or letter will bring 


full details. 


Vestat CHEMICAL LABORATORIES 


4965 MANCHESTER AVE. ST. LOUIS, MO. 


. Adjustable control valve regulates 
amount of soap discharged—elimi- 
nates waste. 

Horizontal spout cuts down overall 
height; no dripping. 

Combination spout swivel device and 
filler plug. No need to unscrew jar 
for filling. 

Foot pressure operated air intake 
valve—pneumatic. 
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Modern Extermination of Cockroaches 


Pp EOPLE HAVE BEEN killing cockroaches so 
long that they may overlook consideration of im- 
provements in the methods available. In every 
method the cockroaches are killed by contact with 
a material poisonous to them. The two essentials 
are “contact” and “poisonous to them.” Obviously 
the subject immediately falls into two parts—the 
choice of a material and the means of applying it 
effectively. 

One of the oldest methods has been to place sodium 
fluoride in such a position that you believe the 
roaches will walk through it. Sodium fluoride is a 
deadly poison, not only is it poisonous to roaches, 
but also to human beings and pets. When the roaches 
get a dose of it they surely die, but the roaches will 
not always cooperate and establish the necessary con- 
tact with the poison. 

Pyrethrum insecticides are poisonous to roaches 
and many other insects as well. They can be used 
safely without danger to pets or human life. 
Obviously, therefore, it will be desirable to use such 
an insecticide in eliminating roaches, if it can be 
effectively applied. 

Improvements in pryethrum products have been 
made in recent years and they can be obtained in a 
much more concentrated form than was formerly 
the case. This means that the active part of the in- 
secticide constitutes a larger portion of its bulk. If 
a weaker insecticide is used, one probably would be 
confronted with a very messy job. Using an ex- 
tremely high-powered pyrethrum insecticide, a very 
small amount of insecticide will do the work with- 
out mess, 

The next thing to consider is the proper method 
of applying a concentrated liquid insecticide to the 
roaches. It does not do to put the poison down and 
wait for the roaches to walk into it, as is the practice 
with other roach poisons. A saucerful of insecticide 
will not attract swarms of roaches desiring to com- 
mit suicide. The insecticide must be taken to the 
roaches. 

It is extremely wasteful and expensive to use an 
ordinary sprayer and squirt insecticide at the spots 
where you hope to find the roaches. The ordinary 
sprayer produces drops of considerable size. A new 
type of device, which is not really a sprayer, is de- 
signed for this purpose. ‘It. produces drops of in- 
secticide of approximately one-fortieth the diameter 
of those ejected from the usual hand sprayer or 
motor driven sprayer, which ejects particles of liquid 
under pressure. 


The use of a highly concentrated insecticide 
dispersed in these minute drops is a much cleaner 
procedure than any other that could be adopted. The 
small drops remain in the air much longer and will 
be carried by air currents into cracks and around 
corners that would never be reached by a direct 
spray. 

The principle on which this vaporizer works is 
roughly this—a small quantity of insecticide is 
whirled on a disc and flies off at a high speed. It 
strikes veins set at an angle and breaks into minute 
particles. There is a considerable space between 
these veins and the opening of the machine, and 
particles that have been broken up small enough will 
float out and those that are still too big will fall back 
into the reservoir instead of falling on the floor to 
be wasted. This makes it economical despite a higher 
cost per gallon for the fluid. The machine is operated 
by a small electric motor and it does not work under 
pressure. It will vaporize approximately one quart 
of concentrated insecticide in fifteen minutes. 

The great advantage in the use of this type of 
vaporizer is the fact that it makes it possible to use 
concentrated insecticide. The ordinary types of 
sprayers use too much bulk of insecticide to each 
drop to justify the use of a high concentration of 
insecticide. This device distributes a tremendous 
number of minute drops, each of which, because of 
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the concentration of the insecticide, is effective 
against the roaches. 


In practice it will be found that one ounce of con- 
‘entrated insecticide dispersed in this manner per 
me thousand cubic feet of room space will cause the 
roaches to emerge from their hiding places. The 
machine is simply set down in the middle of the 
‘oom, the doors and windows are closed and it is 
‘urned on, When a vapor of one ounce per thousand 
‘ubic feet has been built up, the roaches will crawl 
yut into the open, and a concentration of two ounces 
yer thousand cubic feet will kill them. This procedure 
will eliminate other insects as well, as one ounce per 
me thousand cubic feet of room space will kill flies 
ind mosquitoes, and two ounces will kill crickets, 
fleas and spiders, as well as roaches. 

This is a method, like all the rest, which kills 
roaches by arranging a contact between the roaches 
and a material poisonous to them, but results in this 
case are immediately apparent, nothing is left be- | 
hind after the operation, the material is not harmful 
to human beings, pets or food stuffs, and the contact 
is established by taking the material to the roaches 
instead of waiting for the roaches to cooperate in 
killing themselves. 





Use of Radio for Announcement of Group 
Hospitalization Plans 


The use of the radio for the announcement of 
group hospitalization plans has been very effective 
in building the enrollment in various cities, especially 
St. Paul; Rochester, New York, and New York 
City. Weekly broadcasts describe the benefits of 
the plan and dramatize experiences of subscribers 
who have received hospital service. The programs 
are approximately ten minutes in length and the time 
is donated “for educational purposes” by the various 
radio stations. Sample programs recéntly broadcast 
over different stations have been mimeographed and 
are available to executives of group hospitalization 
plans or hospital administrators interested in this 
type of publicity... They can be obtained by writing 
to C. Rufus Rorem, Consultant on Group Hos- 
pitalization, the American Hospital Association, 18 
East Division street, Chicago, Illinois. From time 
to time other programs and speeches will be made 
available, and executives of various plans are invited 
to send copies to the offices of the American Hospital 
Association for ‘the library and permanent files. 


——<P>___— 


The Glens Falls Hospital, Glens Falls, N. Y., is 
having a survey made, with a view of expanding its 
present plant. Mr. Milton L. Crandell, architect of 


Glens’ Falls, is preparing sketches, and Charles F 





Neergaard is acting as consultant. 
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Phone Before Seven— 


DELIVERY BEFORE ELEVEN 
NEXT 
MORNING 
AT 
CHICAGO 
OR 
NEW YORK 


- 4 


De 
oe 
> | 


LIVERY 
SERVICE is but 


one feature of 





Sexton Spe- 


Sexton Specials offer outstanding 

values in foods, prepared exclu- 

sively for those who feed many 
people each day. 


cialized Serv- 
ice to those 
who feed many people each day. 
You will be equally pleased with 
Sexton Service in pickles, relishes, 
and condiments. For your conven- 
ience and profit we make these in 
Expe- 
rienced caterers, everywhere, know 


our own Sunshine Kitchens. 


the value of these accessories in the 
success of the meal. They know, 
too, that Sexton offers a complete 
variety to meet every taste as well 
as an attractive garnishment to 
every dish, whether it be game, 


fowl, or roast. 








Superior 8400, Chicago .. Cumberland 6-6080, Brooklyn 


CHICAGO 


at SEXTON “2 


O10) 4a 4, 






© J. 8S. & Co., April, 1936 
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RATES: 


number of 5 words. 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
All answers to keyed advertisements will be forwarded. Classified advertising copy 


must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 





FOR SALE 


POSITIONS OPEN—(Continued) 





GOOD, USED FURNITURE by middle western hospital. 130 
round tubular Simmons beds, equipped with backrests, 
bedside stands, tray tables, wooden rockers, straight 
chairs, dressers and dresser-robes. Finished in light 
green and ivory. Will sell all, or in part. Reasonably 
priced for immediate disposal. Box DA, Hospitals. 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 


Mary E. Surbray, R. N., Director 
332 Bulkley Building, 
Cleveland, Ohio 


SUPERINTENDENT. OF NURSES—Experienced, 
credits. 
Open. 


DIRECTRESS OF NURSES—Educational requirements, col- 
lege graduate. Experienced in schools of nursing. 350- 
bed mid-western hospital. Open late summer. 


ASSISTANT (FIRST) DIRECTOR OF NURSING SERV- 
ICE—College degree. 250-bed University hospital. New 
York registration. Open. 


PRACTICAL ARTS INSTRUCTOR—College credits, teach- 
ing experience. 250-bed hospital, university connection. 
Open September. (a) PRACTICAL INSTRUCTOR: 600- 
bed Pennsylvania hospital. College credits and expe- 
rience. 


SUPERVISOR OBSTETRICS—Post-Graduate 
or experience. 45-bed active department. 
hospital. Open June. 

OBSTETRICAL SUPERVISOR—75-bed Ohio hospital, 
department. Qualified to give nitrous oxide gas. 
depending upon experience. 

OPERATING ROOM SUPERVISOR—Post-graduate in Sur- 
gery, experienced. Active department. 250-bed hospi- 
tal, university connection. New York registration. 

SUPERVISOR MEDICAL AND SURGICAL DEPART- 
ments—300-bed hospital, central states. Desirable liv- 
ing quarters and salary. 


college 
Pennsylvania hospital with a school of nursing. 


in Obstetrics 
250-bed Ohio 


new 
Salary 





AZNOE’S CENTRAL REGISTRY FOR NURSES 
30 North Michigan Avenue 
Chicago 


ANESTHETIST—Catholic preferred. 
hospital. 


230 bed middlewestern 


ANESTHETIST, willing to combine duties with floor super- 
vising; Florida; $100, maintenance. 

ANESTHETIST-RECORD LIBRARIAN; Kansas hospital. 

DIRECTOR OF NURSES, also qualified anesthesia; 100 bed 
hospital pleasantly situated. 

GENERAL DUTY NURSES— 
mental sanitarium. 

MALE NURSE for service in 
Southern industrial company. 

wari pai HOUSEKEEPER; 
pita 


ASSISTANT ANESTHETIST—Combine duties with general 
duty nursing. 165 bed hospital, large city. $75, main- 
tenance. 


OPERATING ROOM NURSE, also qualified in x-ray; Penn- 
sylvania. 

GENERAL DUTY NURSES WANTED—Many 
available in various parts of the country. 


SURGICAL SUPERVISOR who is qualified in gas anesthesia 
for 165-bed hospital. 


ANESTHETIST qualified in laboratory-x-ray desired; 
bed hospital. 

NURSE-LABORATORIAN—Small Southern hospital. 
ern girl preferred. 

DIRECTOR OF NURSES thoroughly experienced; West. 


Two, for Western nervous and 


medical department; large 


medium sized mid-west hos- 


positions 


sixty- 


South- 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Top Floor, Pittsfield Building 
Chicago, Illinois 


EXECUTIVES—(a) Nurse-superintendent; every, one 
qualified in anaesthesia, x-ray and laboratory work; 
beautifully equipped new hospital of 25 beds. (b) Gradu- 
ate nurse to act as executive secretary and assistant su- 
perintendent, western hospital. No. 205 


ASSISTANT—Assistant director of nursing; fairly large 
teaching hospital; degree and some practice experience 
required; excellent connection. No. 206 


INSTRUCTORS—(a) Science; minimum of B. S. degree re- 
quired; must be qualified to teach anatomy, physiology, 
chemistry, bacteriology and materia medica; 400-bed hos- 
pital. (b) Instructor to combine duties with those of as- 
sistant director of nurses; small school; college town. (c) 
Practical nursing instructor; large teaching hospital; 
school averages 125 students. (d) Science instructor; 60 
students; beautiful hospital; New England. No. 207 


ANAESTHETISTS—(a) Preferably with special training in 
obstetrics; smali hospital; Kansas. (b) Anaesthetist 
willing to do some general duty; small hospital employin 
two anaesthetists; New England; $80, maintenance. (c 
Anaesthetist willing to combine her work with charge 
of supplies or records; small hospital; northwest. 
(d) Anaesthetists willing to assist in training school 
office; 100—bed hospital; midwest. (e) Anaesthetist quali- 
fied to supervise ‘i department; well established 
clinic consisting of fifteen specialists and operating own 
hospital; west. (f) Assistant anaesthetists; 200-bed hos- 
pital; medical center. (g) Second anaesthetist; small 
hospital; vicinity New York City; $100, capac spr 

No. 


SUPERVISCRS—(a) Pediatric; one of California’s finest hos- 
pitals; degree preferred; experience required. (b) Night; 
fine New England hospital now averaging 150 patients; 
will have one graduate assistant. (c) Medical and sur- 
gical; one of New York’s leading hospitals. (d) Night; 
small hospital located in western medical center. . (e) 
Pediatric; municipal and county institution; teaching 
hospital; must be qualified to teach her subject. (f) Male 
medical ward averaging thirty patients; cultured woman 
of experience required; East. (g) Pediatric; graduate 
training and experience required; eastern hospital of 200 
beds. No. 209 








The Classified Advertising Section of Hospitats 


has been created for the benefit of individuals 
seeking positions and for those who have 
positions open. It may also be used by man- 
ufacturers and dealers to call attention to 
merchandise for sale or by schools with courses 
to offer, or for a professional card calling at- 
tention to a special service. The same rate, 
eight cents a word, (minimum 25 words), ap- 
plies. It is the objective of Hospitats to serve 
not only members of the Association, but all 


people engaged in hospital work. 
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THE WHITE HOUSE 
WASHINGTON 


February 25, 1936 


Dear Mr. Hahn: 


National Hospital Day, which is observed an- 
nually on May twelfth, is becoming year by year a day 
of increasing interest and importance. The day gives 
the people in all parts of the country an opportunity 
to become better acquainted with the work and needs of 
the hospitals, our most anperenes defense in. the battle 
against disease and injury. 


In all the world we cannot find better equipped 
or better staffed hospitals than those we have in our ow 
country. But the support of the people must be regular 
and consistent if they are to maintain their present 
standards and march forward toward better services to 
the sick. 


I heartily endorse Hospital Day and trust our 
people throughout the land will accept the invitation 
of the hospitals to visit them and thus become better 
acquainted with their services and with their needs. 


Very sincerely yours, 


hz thd 
Mr. Albert G. Hahn, 


Chairman, National Hospital Day Committee, 
Protestant Deaconess Hospital, 
Evansville, Indiana. 
































National Hospital Day 


Remember These Children 
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IDEAL FACILITIES FOR GENERAL AND SPECIALTY SURGERY 


The 
Scanlan-Balfour 
operating table and 
Operay Multibeam 
adjusted for gan- 
glion operation. 








This ensemble provides close access to the surgical field from all approaches, firm 
support of the patient for the most delicate procedures, and superb illumination of 
the operative area---with unlimited flexibility of adjustment, exactness and ease of 


control. Built for lifetime satisfaction and convenience. Write for complete data. 











SCANLAN-MORRIS COMPANY 


MADISON, WISCONSIN, U.S.A. 


Associated Firms 


Operay Laboratories, Inc. STERILIZING z HOSPITAL Chicago: 58 E. Washington Street 
Surgical Lights 3 


Scanlan Laboratories, Inc. APPARATUS : ‘ FURNITURE St. Louis: 3718 Washington Blvd. 
Surgical Sutures New York: 23-5 E. 26th Street 


Branches 











Thnee Good ls ee 


And thousands of new nursing enthusiasts will feel that way this fall when they step into uniform for the 


first time. They will applaud your judgment for selecting outfits that help them look so “just right” and 
you will be justified in feeling that it was wise for you to place your confidence in Marvin-Neitzel. 


Three expert designers and pattern makers aided by ten cutters trained to cut garments to special meas- 
urements will give your student’s outfits the right start. You must be satisfied with the results before 


we feel our part in outfitting your girls is complete. 


too I a aa a I IK 


MARVIN-NEITZEL CORPORATION 


“ Everything from Cloth for the Hospital and School of Nursing’’ . 


TROY. Since 1845 NEW YORK 





Y 





Street 
Blvd. 
Street June, 1936 






































VIE re any incision /[ 3 Gon. 


_- your surgeons step into the operating room after scrub- 
bing up with Germa-Medica Liquid Surgical Soap, their hands 


are surgically clean and ready. They can operate with confidence, The Levernier Portable 
‘ } . . . . Sa . . ° Foot Pedal Soap Dispen- 
knowing that chances of infection, from this source, are indeed slim. seriiinata end Yoin, 
> . . ‘ : : rovide an absolute! 
For Germa-Medica—43% concentrated—assures a cleanliness that is continay technique. They 
: ; . San : , can be moved where de- 
0 * . “ “ . y 

not to be obtained from ordinary me dicated soaps It is thoroughly iad. . . ap eames te 
antiseptic and highly efficient in its action. The penetrating de- foot pressure, dispense 
: . just the right amount of 

tergent lather flushes out bacteria, secreted substances, and dead soap. Bowi, pump, tubes, 
tissue, yet, due to its olive oil content, it never irritates the skin. eo Cy Cee. 


. . . . © r r 
Germa-Medica meets every requirement of modern surgical technique. = an, wom -~&,9 
Today, it is used in 4 out of every 5 hospitals—proof of its de- of Comma. ltedien 


pendability, economy and thorough cleansing action in the scrub up. 
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Rasmussen, Edith V., 
Hospital, Paducah. 


R.N., supt., Illinois Central 


Stout, Lillian, supt., King’s Daughters’ Hospital, 
Shelbyville. 
Maine 
Dow, Miriam L., supt., Franklin County Memorial 
Hospital, Farmington. 


Massachusetts 
Coe, Alice B., R.N., supt., Milford Hospital, Mil- 
ford. 
Riley, William A., 
Boston. 


hosp. arch., 45 Newbury St., 


Michigan 
Plumley, Margaret L., field cons., Health Facilities 
Survey, Detroit. 
Minnesota 
Hutchinson, Henry, M.D., asst. phys., Willmar State 
Asylum, Willmar. 
Ruddy, Doris M., R.N., supt., Ashton Memorial 
Hospital, Pipestone. 
Smith, Donald S., asst. supt., Minneapolis General 
Hospital, Minneapolis. 
van Steenwyk, E. A., exec. sec., Minnesota Hospita! 
Service Association, St. Paul. 


New Hampshire 

Bernardus, Sister M., R.N., supt., Sacred Heart 
Hospital, Manchester. 

McFarlane, Jessie, supt., Mark H. Wentworth 
Home for Chronic Invalids, Portsmouth. 

Messer, Jennie B., R.N., supt., Balch Hospital for 
Children, Manchester. 

Morrison, Mrs. Mae S., R.N., supt., Morrison Hos- 
pital, Whitefield. 

New Jersey 

Blanck, Martha, hskpr., Orange Memorial Hospital, 
Orange. 

Roach, S. Frank, supt. laundry, Medical Center, 
Jersey City. 

New York 

Ackerman, Stephen H., M.D., med. supt., Coney 
Island Hospital, Brooklyn. 

Bowles, A. R., M.D., asst. dir., Grasslands Hos- 
pital, Valhalla. 

Brandt, Henry T., sec. and manag. dir., Deaconess 
Hospital, Buffalo. 

Cordover, Harry, M.D., asst. phys., Morrisania 
City Hospital, New York. 

Crane, Charles, hosp. arch., Rural Hosp. Div., Com- 
monwealth Fund, New York. 

Hutchinson, Mary J., R.N., supt., Huntington Hos- 
pital, Huntington, L. I. 
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Judge, Beatrice M., counsel and adv., St. Pet: 
Hospital, Brooklyn. 

Lawless, Mary, asst. supt., Nassau Hospital, Mi: 
ola, L. I. 

Seide, Max, M.D., med. supt., Cumberland Hos, 
tal, Brooklyn. 


Oregon 

Allison, Olive, R.N., supt., Portland General Hos- 
pital, Portland. 

Brennan, Mrs. Sue S., R.N., supt., Multnomah 
County Tuberculosis Pavilion, Troutdale. 

Johnson, Mrs. T. Vere, R.N., supt., Mast and Wil- 
son Hospital, Myrtle Point. 

McDonald, Lillian M., R.N., supt., Salem General 
Hospital, Salem. 

Morse, Cecile L., R.N., supt., Mid-Columbia Hos- 
pital, The Dalles. 

Stanislaus, Sister, R.N., supt., St. Mary Hospital, 
Astoria. 

Swearingen, Phyllis, R.N., supt., Community Hos- 
pital, Medford. 

Wedel, F. F., mgr., Salem Deaconess Hospital, Sa- 
lem. 

Pennsylvania 

Marvel, Ostella M., hd., Oper. Dept., Pennsylvania 
Hospital, Philadelphia. 

McCracken, Mabel C., nrsg. repr., J. B. Lippincott 
Company, Philadelphia. 

Wessels, George L., M.D., asst. supt., Allegheny 
General Hospita!, Pittsburgh. — 


Texas 
Lyle, Alma, supt., Medical-Arts Hospital, Brown- 
wood. ag eae ee, 
Vermont 
Crozier, Katherine M., R.N., supt., Heaton Hos- 
pital, Montpelier. 
Virginia 
Wayne, Montez, R.N., supt., Petersburg Hospital, 
Petersburg. 
Washington 


Asplund, T. E., supt., Maynard Hospital, Seattle. 


Wisconsin 
Yoran, C. M., M.D., supt., Rocky Knoll Sanato- 
rium, Plymouth. 
Canada 
Eidt, Vera B., R.N., supt., Kootenay Lake General 
Hospital, Nelson, B.C. 


Verreault, Rev. Georges, O.M.I., pres., Ontario Hos- 
pital Association, Ottawa, Ont. 
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Hospital Organization, 
Management and 
Departmental Problems 


are thoroughly treated in 
Dr. Warren P. Morrill’s 


HOSPITAL MANUAL 
OF OPERATION 


As Dr. Winford Smith, superintendent of Johns Hop- 
kins Hospital, points out in the foreword: ‘For those 
preparing for this highly specialized field of hospital 
administration . . . this manual should be particu- 
larly valuable as a guide and reference book .. . 
yet even the older, seasoned administrator will find 
it profitable to read this book and will inevitably find 
in it food for thought and incentive to check upon 
the methods now in use in their own institutions.” 


Dr. Walter E. List, in reviewing the book in the 
American Journal of Nursing, said: “‘A copy of this 
book should be on the bookshelf of every hospital 





DURABLE Yj 


WHITEHOUSE HOSPITAL APPAREL 





ECONOMICAL 





Good 


Tapes 
To Tie To 


After repeated washing of 
average quality Operating 
Gowns, the weakened and 
loosened tie tapes exact a 
heavy toll in replacements 
and repairs, far beyond any 
justification. 











Weakling tapes are unnecessary, because hospital apparel 
CAN be made with tapes that stand up for the life of 
the garment—so stoutly attached they never come off! 


"Standard construction?" you ask. Yes, and no. 


Standard in U. S. Navy hospital service. Specialized in 
super-durable WHITEHOUSE apparel. Infrequent else- 
where. Well worth the cost in extra service without repairs. 
"Good tapes to tie to," they epitomize the quality, service. 








administrator.”” The price is low, only $3.00, and 





the bibliography at the end of each chapter sends the and value of the WHITEHOUSE E 
Serie (PA QUS 


thoughts of the alert reader into many new fields. line. 
Write for catalog. Inquiries in- qE 
vited on made to order or any will apparel 


other hospital apparel. 


V U’’|_’JUUUEEEEEHE..2 2 2 ON. BANK DR. 777 


SOUTHERN MILLS PRODUCTS CO. 
MVVMVVVCC@C@ VCC CHICAGO, ILL. WM0é«az2£: 


Hospital Manual of Operation—Morrill—$3.00 








Lakeside Publishing Company 
Publishers of 
The Trained Nurse and Hospital Review 
468 Fourth Avenue New York City 































SEPTISOL COSTS NO MORE TO USE 
THAN ORDINARY SCRUB-UP SOAPS 


Many receive the impression that the finer ingredients of 
SEPTISOL automatically place a premium on its cost. And it would 
seem that this scrub-up soap, which renders absolute surgical clean- 
liness without chafing or irritating the hands, would command a 
higher price. 


But this is not so. In fact, many hospitals now using SEPTISOL 
and Septisol Dispensers, find definite savings over previous methods. 


The reasons for these savings are obvious, once analyzed. 


In the first place, SEPTISOL is a soap concentrate—to be diluted 
with from four to five times its volume of water. There is no labor 
or time lost in preparation and no danger of improper formulation. 
Waste is virtually eliminated in comparison to the use of bar soap, 
or the preparation and use of soft soap. 


The Septisol Dispenser, with its exclusive control valve, is the 
ultimate factor in SEPTISOL economy. This control valve accu- 
rately regulates the amount of soap discharged on each applica- 
tion of pressure with the foot. Adjustments are quickly and easily 
made to eliminate all waste in the amount of soap ejected. Noth- 
ing touches the surgeon's hands except the right amount of 
SEPTISOL. 


Why not investigate this economical, efficient aid to surgical 
cleanliness and surgical technique. A card or letter will bring 
full details. 


Vestat CHEMICAL LABORATORIES 


4965 MANCHESTER AVE. ST. LOUIS, MO. 





: Adjustable control valve regulates 
amount of soap discharged—elimi- 
nates waste. 

Horizontal spout cuts down overall 
height; no dripping. 

. Combination spout swivel device and 
filler plug. No need to unscrew jar 
for filling. 

Foot pressure operated air intake 
valve—pneumatic. 
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r.. HAVE BEEN killing cockroaches so 
long that they may overlook consideration of im- 
provements in the methods available. In every 
method the cockroaches are killed by contact with 
a material poisonous to them. The two essentials 
are “contact” and “poisonous to them.” Obviously 
the subject immediately falls into two parts—the 
choice of a material and the means of applying it 
effectively. 

One of the oldest methods has been to place sodium 
fluoride in such a position that you believe the 
roaches will walk through it. Sodium fluoride is a 
deadly poison, not only is it poisonous to roaches, 
but also to human beings and pets. When the roaches 
get a dose of it they surely die, but the roaches will 
not always cooperate and establish the necessary con- 
tact with the poison. 

Pyrethrum insecticides are poisonous to roaches 
and many other insects as well. They can be used 
safely without danger to pets or human life. 
Obviously, therefore, it will be desirable to use such 
an insecticide in eliminating roaches, if it can be 
effectively applied. 

Improvements in pryethrum products have been 
made in recent years and they can be obtained in a 
much more concentrated form than was formerly 
the case. This means that the active part of the in- 
secticide constitutes a larger portion of its bulk. If 
a weaker insecticide is used, one probably would be 
confronted with a very messy job. Using an ex- 
tremely high-powered pyrethrum insecticide, a very 
small amount of insecticide will do the work with- 
out mess. 

The next thing to consider is the proper method 
of applying a concentrated liquid insecticide to the 
roaches. It does not do to put the poison down and 
wait for the roaches to walk into, it, as is the practice 
with other roach poisons. A saucerful of insecticide 
will not attract swarms of roaches desiring to com- 
mit suicide. The insecticide must be taken to the 
roaches. 

It is extremely wasteful and expensive to use an 
ordinary sprayer and squirt insecticide at the spots 
where you hope to find the roaches. The ordinary 
sprayer produces drops of considerable size. A new 
type of device, which is not really a sprayer, is de- 
signed for this purpose. It produces drops of in- 
secticide of approximately one-fortieth the diameter 
of those ejected from the usual hand sprayer or 
motor driven sprayer, which ejects particles of liquid 
under pressure. 


Modern Extermination of Cockroaches 





The use of a highly concentrated insecticide 
dispersed in these minute drops is a much cleaner 
procedure than any other that could be adopted. Tie 
small drops remain in the air much longer and will 
be carried by air currents into cracks and around 
corners that would never be reached by a direct 
spray. 

The principle on which this vaporizer works jis 
roughly this—a small quantity of insecticide is 
whirled on a disc and flies off at a high speed. It 
strikes veins set at an angle and breaks into minute 
particles. There is a considerable space between 
these veins and the opening of the machine, and 
particles that have been broken up small enough will 
float out and those that are still too big will fall back 
into the reservoir instead of falling on the floor to 
be wasted. This makes it economical despite a higher 
cost per gallon for the fluid. The machine is operated 
by a small electric motor and it does not work under 
pressure. It will vaporize approximately one quart 
of concentrated insecticide in fifteen minutes. 

The great advantage in the use of this type of 
vaporizer is the fact that it makes it possible to use 
concentrated insecticide. The ordinary types of 
sprayers use too much bulk of insecticide to each 
drop to justify the use of a high concentration of 
insecticide. This device distributes a tremendous 
number of minute drops, each of which, because of 
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the concentration of the insecticide, is effective Ph B fe S oe 
against the roaches. one eyore even 
In practice it will be found that one ounce of con- DELIVERY BEFORE ELEVEN | 
centrated insecticide dispersed in this manner per NEXT 
one thousand cubic feet of room space will cause the MORNING 
de roaches to emerge from their hiding places. The AT 
ler machine is simply set down in the middle of the CHICAGO 
he room, the doors and windows are closed and it is OR 
vill turned on. When a vapor of one ounce per thousand NEW YORK 
nd cubic feet has been built up, the roaches will crawl | 
ect out into the open, and a concentration of two ounces | 
per thousand cubic feet will kill them. This procedure 
is will eliminate other insects as well, as one ounce per 
is one thousand cubic feet of room space will kill flies 
It | and mosquitoes, and two ounces will kill crickets, 
ite fleas and spiders, as well as roaches. 
en This is a method, like all the rest, which kills | 
nd roaches by arranging a contact between the roaches | 
rill and a material poisonous to them, but results in this | UPERB DE- 
ck case are immediately apparent, nothing is left be- | 
to hind after the operation, the material is not harmful | LIVERY 
er to human beings, pets or food stuffs, and the contact | SERVICE is but 
ed is established by taking the material to the roaches | 
ler instead of waiting for the roaches to cooperate in | one feature of 
rt killing themselves. | aes eink — | : 
ee | Sexton Specials offer outstanding 
of | cialized Serv- ‘ively jor those who feed many 
ise s people each day. 
Use of Radio for Announcement of Group | : 
of het wcieginee | ice to those 
ch Hospitalization Plans 
of The use of the radio for the announcement of who feed many people each day. 
us group hospitalization plans has been very effective You will be equally pleased with 
of in building the enrollment in various cities, especially 
St. Paul; Rochester, New York, and New York Sexton Service in pickles, relishes, 
City. Weekly broadcasts describe the benefits of a 
the plan and dramatize experiences of subscribers and condiments. For your conven- 
who have received hospital service. The programs ience and profit we make these in 
are approximately ten minutes in length and the time 
is donated “for educational purposes” by the various our own Sunshine Kitchens. Expe- 
radio stations. Sample programs recently broadcast 7 
over different stations have been mimeographed and rienced caterers, everywhere, know 
are available to executives of group hospitalization the value of these accessories in the 
plans or hospital administrators interested in this 
type of publicity. They can be obtained by writing success of the meal. They know, 
to C. Rufus Rorem, Consultant on Group Hos- 
pitalization, the American Hospital ciation, 18 too, that Sexton offers a complete 
East Division street, Chicago, Illinois. From time variety to meet every taste as well 
to time other programs and speeches will be made 
available, and executives of various plans are invited as an attractive garnishment to 
to send copies to the offices of the American Hospital . P 
B cocisticn for the library and permanent files. every dish, whether it be game, 
fowl, or roast. 
aeiacailmsbaicnos 
Superior 8400, Chicago .. Cumberland 6-6080, Brooklyn 
The Glens Falls Hospital, Glens Falls, N. Y., is 
having a survey made, with a view of expanding its 
present plant. Mr. Milton L. Crandell, architect of JOHN S EXTON &CO 
Glens Falls, is preparing sketches, and Charles F CHICAGO ek ak lesale Grocers BROOKLYN 
Neergaard is acting as consultant. © J. S. & Co., a ae a 
ALS April, 1936 





CLASSIFIED ADVERTISEMENTS 


RATES: 


number of 5 words. 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
All answers to keyed advertisements will be forwarded. Classified advertising copy 


must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 





FOR SALE 


POSITIONS OPEN—(Continued) 





GOOD, USED FURNITURE by middle western hospital. 130 
round tubular Simmons beds, equipped with backrests, 
bedside stands, tray tables, wooden rockers, straight 
chairs, dressers and dresser-robes. Finished in light 
green and ivory. Will sell all, or in part. Reasonably 
priced for immediate disposal. Box DA, Hospitals. 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building, 
Cleveland, Ohio 


SUPERINTENDENT OF NURSES—Experienced, 
credits. 
Open. 


DIRECTRESS OF NURSES—Educational requirements, col- 
lege graduate. Experienced in schools of nursing. 350- 
bed mid-western hospital. Open late summer. 


ASSISTANT (FIRST) DIRECTOR OF NURSING SERV- 
ICE—College degree. 250-bed University hospital. New 
York registration. Open. 


PRACTICAL ARTS INSTRUCTOR—College credits, teach- 
ing experience. 250-bed hospital, university connection. 
Open September. (a) PRACTICAL INSTRUCTOR: 600- 
—_ Pennsylvania hospital. College credits and expe- 
rience. 


SUPERVISOR OBSTETRICS—Post-Graduate 
or experience. 45-bed active department. 
hospital. Open June. 

OBSTETRICAL SUPERVISOR—75-bed Ohio hospital, 
department. Qualified to give nitrous oxide gas. 
depending upon experience. 

OPERATING ROOM SUPERVISOR—Post-graduate in Sur- 
gery, experienced. Active department. 250-bed hospi- 
tal, university connection. New York registration. 

SUPERVISOR MEDICAL AND SURGICAL DEPART- 
ments—300-bed hospital, central states. Desirable liv- 
ing quarters and salary. 


college 
Pennsylvania hospital with a school of nursing. 


in Obstetrics 
250-bed Ohio 


new 
Salary 





AZNOE’S CENTRAL REGISTRY FOR NURSES 
30 North Michigan Avenue 
Chicago 
ANESTHETIST—Catholic preferred. 
hospital. 


ANESTHETIST, willing to combine duties with floor super- 
vising; Florida; $100, maintenance. 


ANESTHETIST-RECORD LIBRARIAN; Kansas hospital. 
DIRECTOR OF NURSES, also qualified anesthesia; 100 bed 
hospital pleasantly situated. 


GENERAL DUTY NURSES—Two, for Western nervous and 
mental sanitarium. 


MALE NURSE for service in 
Southern industrial company. 


ncn” eee a errata medium sized mid-west hos- 
pita 


ASSISTANT ANESTHETIST—Combine duties with general 
— nursing. 165 bed hospital, large city. $75, main- 
enance. 


OPERATING ROOM NURSE, also qualified in x-ray; 
sylvania. 


GENERAL DUTY NURSES WANTED—Many 
available in various parts of the country. 
SURGICAL SUPERVISOR who is qualified in gas anesthesia 

for 165-bed hospital. 
ANESTHETIST qualified in laboratory-x-ray desired; sixty- 
bed hospital. 


NURSE-LABORATORIAN—Small Southern hospital. 
ern girl preferred. 


DIRECTOR OF NURSES thoroughly experienced; West. 


230 bed middlewestern 


medical department; large 


Penn- 


positions 


South- 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Top Floor, Pittsfield Building 
Chicago, Illinois 


EXECUTIVES—(a) Nurse-superintendent; 
qualified in anaesthesia, x-ray and_ laboratory work; 
beautifully equipped new hospital of 25 beds. (b) Gradu- 
ate nurse to act as executive secretary and assistant su- 
perintendent, western hospital. No. 205 


preferably one 


ASSISTANT—Assistant director of nursing; fairly large 
teaching hospital; degree and some practice experience 
required; excellent connection. No. 206 


INSTRUCTORS—(a) Science; minimum of B. S. degree re- 
quired; must be qualified to teach anatomy, physiology, 
chemistry, bacteriology and materia medica; 400-bed hos- 
pital. (b) Instructor to combine duties with those of as- 
sistant director of nurses; small school; college town. (c) 
Practical nursing instructor; large teaching hospital; 
school averages 125 students. (d) Science instructor; 60 
students; beautiful hospital; New England. No. 207 


ANAESTHETISTS—(a) Preferably with special training in 
obstetrics; small hospital; Kansas. (b) Anaesthetist 
willing to do some general duty; small hospital employing 
two anaesthetists; New England; $80, maintenance. (c) 
Anaesthetist willing to combine her work with charge 
of supplies or records; small hospital; northwest. 
(d) Anaesthetists willing to assist in training school 
office; 100-bed hospital; midwest. (e) Anaesthetist quali- 
fied to supervise EENT department; well established 
clinic consisting of fifteen specialists and operating own 
hospital; west. (f) Assistant anaesthetists; 200-bed hos- 
pital; medical center. (g) Second anaesthetist; small 
hospital; vicinity New York City; $100, Tree aus 

No. 2 


SUPERVISCRS—(a) Pediatric; one of California’s finest hos- 
pitals; degree preferred; experience required. (b) Night; 
fine New England hospital now averaging 150 patients; 
will have one graduate assistant. (c) Medical and sur- 
gical; one of New York’s leading hospitals. (d) Night; 
small hospital located in western medical center. (e) 
Pediatric; municipal and county institution; teaching 
hospital; must be qualified to teach her subject. (f) Male 
medical ward averaging thirty patients; cultured woman 
of experience required; East. (g) Pediatric; graduate 
Hh iad and experience required; eastern hospital | = ‘S 

eds 








The Classified Advertising Section of Hospita.s 
has been created for the benefit of individuals 
seeking positions and for those who have 
positions open. It may also be used by man- 
ufacturers and dealers to call attention to 
merchandise for sale or by schools with courses 
to offer, or for a professional card calling at- 
tention to a special service. The same rate, 
eight cents a word, (minimum 25 words), ap- 
plies. It is the objective of HospitaLs to serve 
not only members of the Association, but all 


people engaged in hospital work. 
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